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THE TREND OF CHANGES IN CAUSES OF PERINATAL MORTALITY 
Edith L. Potter, M.D., Chicago 


Perinatal mortality is a term that has been used in the 
last few years to indicate the death of fetuses before 
birth and of infants in the first few days of life. At the 
Chicago Lying-in Hospital we have defined it as includ- 
ing all products of conception weighing over 400 gm. 
that have been born dead or that have died in the first 10 
days. We have used 400 gm. as a dividing line between 
an abortion and a birth because this is the average weight 
of a fetus at the fifth month, the time beyond which the 
delivery of a dead fetus must be reported to the health 
department in Illinois (and in most other states). Ten 
days has been used as the upper limit of survival time 
because, until recently, this has been the period of stay 
of all mothers in this hospital. Since the great majority 
of deaths take place in the first week it actually makes 
little difference in total numbers whether the deaths of 
the first 7 days or the first 10 days are included, although 
it would be desirable if a uniform period could be agreed 
on. 

The pathological processes that may affect the fetus 
during its few months of intrauterine life are very few; 
those affecting the infant in the first 10 days after birth 
are also few and are especially a result of anoxia or 
trauma sustained during passage through the birth canal, 
or of premature delivery. The great number of diseases 
found in adult life that result from the action of a dele- 
terious environment on a susceptible organism are largely 
absent during this period, principally because of the 
brevity of the interval during which any agent has had 
an opportunity to act. There is no sharp demarcation 
between conditions responsible for death before birth 
and those responsible for death during the first few days 
after birth; so deaths occurring in these two periods must 
be considered as part of a common problem. The main 
difference lies in the fact that before the beginning of 
labor a fetus cannot die of birth injury, nor can it die 
of prematurity unless it is born alive. Whether the infant 
dies a few minutes after birth or a few minutes before 
birth from such a condition as anoxia caused by abruptio 
placentae or a prolapsed cord is a matter of time and 
severity of action and not of a fundamental difference in 
causative agent. 


The general causes of perinatal mortality are: (1) 
interference with normal development of organs or parts 
of the body, (2) immunization of the mother to an anti- 
gen present in the fetal blood cells, (3) interruption of 
oxygen supply from the placenta, (4) gross injury sus- 
tained during passage through the birth canal, (5) ex- 
pulsion from the uterus before organ development is 
sufficient to maintain an extrauterine existence, (6) in- 
fection, (7) abnormal pulmonary function, and (8) a 
very small group of pathological changes of unknown 
cause. I have found that, in tables, these causes can best 
be grouped under the following main headings, with 
subheadings if needed: (1) malformations; (2) erythro- 
blastosis; (3) anoxia (from placenta previa, abruptio 
placentae, cord prolapse or entanglement, prolonged 
labor, or other causes); (4) trauma (intracranial, spinal, 
or visceral); (5S) prematurity (only before attainment of 
viability); (6) infection (syphilis, pneumonia, septi- 
cemia, or other); (7) abnormal pulmonary function (be- 
cause of “hyaline” membrane or intra-alveolar hemor- 
rhage); (8) miscellaneous (hydrops without erythroblas- 
tosis, hepatic necrosis, maternal diabetes or toxemia, or 
others); and unknown maternal or fetal cause (weight 
2,500 gm. and under and weight over 2,500 gm.). 


DETERMINING THE CAUSE OF PERINATAL DEATH 

A probable cause for death in the perinatal period 
can almost always be found when the course of the preg- 
nancy, labor, and delivery and the behavior of infant 
after birth (if it is born alive) are studied in relation to 
the observations made on postmortem examination. Both 
an adequate history and an intelligent interpretation of 
the significance of pathological changes (or of the 
absence of pathological changes) must be available in 
most instances if the final conclusion as to the cause of 
death is to be of value. Confronted with an anencephalic 
monster it is easy to say that failure of the brain to de- 
velop is responsible for the fatality; except in gross mon- 
strosities, however, it is not often possible to state a 
cause of death with assurance in the absence of a post 
mortem. It is likewise difficult in some instances to arrive 
at a cause of death without knowledge of the clinical 
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course even after a postmortem examination has been 
made. Such causes of death as gross intracranial hemor- 
rhage or pneumonia can usually be positively diagnosed 
on changes observed at autopsy. Other causative agents, 
however, may leave no demonstrable pathological 
changes, and it may be necessary to rely on the clinical 
history for knowledge, for instance, that death followed 
acute anoxia such as occurs in some instances of a pro- 
lapse of the cord. An infant with erythroblastosis who 
survives three to four days may have lost all evidence 
of the ectopic erythropoiesis that is usually used as the 
basis for a diagnosis, and the autopsy findings of pul- 
monary hemorrhage or kernicterus can be properly as- 
sessed only when laboratory data and information on 
clinical course are available. 

The statement used to be heard frequently that post- 
mortem examinations were useless in this age period 
because they so rarely disclose a cause of death. If this 
statement had any basis in fact it was because of two 
things: the autopsies were performed by persons unable 
to interpret the significance of the observations made. 
and clinical histories were not correlated with autopsy 
findings. When an autopsy has been performed by a 


Taste 1.—Perinatal Deaths in United States, 1922 and 1950 
(per 1,000 Births) 


Nonwhite White All Races 


lv 
Stillhirthe ..... 734 | 
Total waa 75.4 
Stillbirths “9 
Neonatal dea 27.5 m4 


pathologist experienced in perinatal pathology and an 
adequate clinical history is available, it is almost always 
possible to arrive at a probable cause of death. There is 
only one small group of fetuses for whose death no cause 
can ordinarily be assigned: the few that die during the 
latter part of gestation and that at autopsy show no path- 
ological changes except maceration secondary to intra- 
uterine death. Usually in these cases there has been no 
recognizable disturbance during pregnancy. It is some- 
times assumed that the fetus dies as a result of inter- 
ference with oxygenation because of placental inade- 
quacy, but for this conclusion there is rarely adequate 
support. If the mother has clinical evidence of hyper- 
tensive or preeclamptic toxemia or of diabetes mellitus, 
this is often given as the responsible agent, but here also 
there is no proof. The general causes of perinatal mor- 
tality are the same today as they have been through the 
centuries and as they are likely to be in the future, and 
they seem to be the same the world over. The differences 
are in the frequency with which individual causes occur. 
DECREASE IN DEATHS DURING TWENTIETH CENTURY 
During the first half of the 20th century great de- 


creases were brought about in the United States from 
almost all causes of death except those directly asso- 
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ciated with aging, and the average life span has been con- 
siderably increased. Especially marked has been the re- 
duction of death from the end of the first month to the 
end of the first year of life; the better control of com- 
municable diseases and the better care of the milk used 
for infant feeding have been responsible for saving many 
lives in this age period. 

The rate of fetal deaths and deaths of infants in the 
first few days of life has decreased greatly during the 
past SO years; it was cut almost in half during the nearly 
30 years from 1922 to 1950.’ In 1922 the fetal deaths 
were 39.4 and the neonatal deaths (under 28 days) 
were 39.7 per thousand live births, a total rate of 79.1. 
In 1950 the fetal deaths were 22.9 and the neonatal 
deaths 20.5 per thousand live births, a combined rate of 
43.4, with a reduction of 35.7 over the rate in 1922. In 
1950 there were 3,554,149 live births, 68.262 stillbirths, 
and 72.855 neonatal deaths. Of infants alive at the fifth 
month of gestation 141,117 died before reaching 4 weeks 
of age. Had the rate for 1922 prevailed in 1950 there 
would have been an additional 61,131 stillbirths and 
65,742 neonatal deaths; because of this reduction in 
mortality rate 126,873 lives were saved during 1950. 

Throughout the years in the United States, death rates 
among nonwhites have been considerably higher than 
among whites; even as late as 1950 the neonatal mor- 
tality rate was 27.5 for nonwhites and 19.4 for whites. 
with stillbirth rates of 39.2 for nonwhites and 20.3 for 
whites. In 1950 the stillbirth rate for nonwhites (39.2) 
was higher than the stillbirth rate for whites in 1922 
(36.4) (table 1). The great decreases in perinatal mor- 
tality have been brought about primarily as a result of 
improvement of conditions surrounding the pregnant 
patient during labor. Prenatal care of the mother and 
postnatal care of the infant have without question also 
contributed, but more important than anything else in 
determining the mortality rates are the skill and judg- 
ment of the obstetric attendant in the conduct of labor 
and delivery and the facilities with which he has to work. 
In 1950, 92.8 of white infants were born in hospitals, 
but only 57.9 of Negro infants were born in hospitals. 
In 1950 only 1.1°% of white women were delivered by 
midwives, but 26.1° of Negro women were delivered 
by midwives. 


CAUSES OF DEATH THAT HAVE DECREASED 
IN INCIDENCE 

Evaluating the differences in causes of mortality from 
the early days of the century to the present is somewhat 
difficult. Most of the early reports give no indication of 
where the line was drawn between what was considered 
an abortion and what was reported as a birth, and in 
most instances diagnoses as to cause of death were not 
corroborated by autopsy. The few autopsy studies that 
were published were on a random selection of cases; so 
no information on incidence of cause in relation to total 
births is available. In spite of this there is definite evi- 
dence as to where the decreases have occurred. At the 
Chicago Lying-in Hospital in the last 20 years the prin- 
cipal decreases have been in trauma and anoxia in- 
cident to labor.’ In the 10 year period from 1931 to 1941 
the perinatal mortality ratio of fetuses and infants weigh- 
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ing over 1,000 gm. was 36.3 per 1,000 births; in the 
5 year period from 1946 to 1951 it had fallen to 19.6. 
Seventy-four per cent of this decrease was caused by a 
fall in the ratio for anoxia from 12 to 4 and of birth 
trauma from 5.3 to 0.9 per 1,000 births. Ninety-five per 
cent of the dead fetuses and infants were subjected to 
postmortem examination. 

Comparison of perinatal mortality from about 30 years 
ago to a fairly recent time is possible by examination of 
studies published from the Johns Hopkins Hospital,’ the 
Sloane Hospital for Women,‘ and the Chicago Lying-in 
Hospital (table 2). Data have been rearranged to put 
them in comparable groups, but there is still considerable 
difference in the way the categories of “prematurity,” 
“unknown,” and “other” have been handled by the dif- 
ferent investigators. Syphilis was the most important 
cause of death in the group from Johns Hopkins Hospital 
reported in 1920 °; this was attributed to the fact that 
2,161 of a total of 4,000 patients were Negro. The fre- 
quency of a positive Wassermann reaction among the 
white patients was 2.48% ; among the Negroes, 16.29. 


Taste 2.—Causes of Mortality During the First Fourteen Days 
of Life (per 1,000 Births) 


Hospital dobn- Sloane Chicago 

Hopkins Lying-in 

Lower limit of group included = 1,5 em. 37.5 em. 1 em. 
Trauma and anoxia............ WS 23.7 49 
a7 43 sow 
Prematurity and atelectasi«... ao 7.7 51 
Unknown causes ............... 65 w4 2.2 
Malformations ................. 2.7 19 as 
Infections (other than syphilis) a1 os 
Erythroblastosi« ......... 2.1 
Other causes ..... 12 07 


Thirty-four per cent of 302 fetal and neonatal deaths oc- 
curring among the 4,000 births reported from Johns 
Hopkins Hospital were from syphilis. By contrast, from 
among almost 20,000 births (among white patients) 
from 1946 to 1951 at the Chicago Lying-in Hospital 
there were no fatalities from syphilis. Trauma and anoxia 
were the most frequent causes of death in the group from 
the Sloane Hospital and were found almost five times as 
often as in the later study from the Chicago Lying-in 
Hospital. 

Toxemia, which was considered a fairly frequent 
cause of death in the early studies, has not been listed as 
a cause in the study from the Chicago Lying-in Hospital. 
Part of the small group listed as “unknown” were fetuses 
that died before labor in women with toxemia; these 
deaths might have been attributed to toxemia, but since 
there is no proved causal relationship between maternal 
toxemia and fetal death I preferred not to place them in 
that category. Malformations and erythroblastosis are 
the only causes in which a decrease has not taken place; 
this can be attributed in part, at least, to the fact that few 
autopsies were done in the earlier studies. In stillborn 
fetuses and to a lesser extent in young infants malforma- 
tions of the internal organs may not be suspected until 
autopsy examination. 

Comparison of mortality rates for the first 14 days of 
life from the Sloane Hospital, Boston Lying-in Hospital,’ 
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and Chicago Lying-in Hospital ° are shown in table 3. 
The way in which deaths attributable to “prematurity” 
and to “atelectasis and anoxia” have been handled is 
somewhat different in the various series, largely because 
of differences in the frequency with which autopsies have 
been done. The two groups must be considered together 


Taste 3.—Causes of Mortality During First Fourteen Days of 
Life (per 1,000 Births) 


Hospital . Sloane Boston Chicago L. I. 
Lower limit of group 

inehuded .... unstated 1) em. 
14.3 17.8 74 03 
Atelectasis, anmoxia...... 33 14 48 
3.3 5.8 1.3 5.2 os 
Malformations .. 1? 10 20 a1 
(ther infeetions.... 3.7 03 0.3 O05 
Erythrotlastosi« . 03 03 
(ther and unknown 10 03 os 1.2 

27.9 185 | 112 


in drawing any conclusions. All causes have shown a de- 
crease except malformations and erythroblastosis; the 
increase in the latter is doubtless due to the more wide- 
spread knowledge of this condition and in the former to 
the greater frequency of autopsy examinations. 


PRESENT DISTRIBUTION OF CAUSES OF DEATH 

To show the present distribution of causes of death in 
an obstetric hospital, the data for the last 10,000 births 
at the Chicago Lying-in Hospital for a period terminating 
in mid-April, 1954, are shown in table 4. These are the 
same data shown in the last column of table 3, with the 
addition of the infants weighing from 400 to 1,000 gm. 
Of all deaths in infants weighing over 400 gm., 50, or 
almost one-third, occur in this group under 1,000 gm. 
The 37 in this group showing no abnormalities at autopsy 


Taste 4.—Causes of Mortality During the First Fourteen Days 
of Life, Chicago Lying-in Hospital, July 1, 1951, 
to April 16, 1954 (10,000 Deliveries) 


Anoxia (intrauterine)......... 2 7 1 
Malformation .. 17 33 
Pneumonia ....... ¢ 2 3 7 
Erythroblastosis . 1 4 4 
7 4 ll 
No abnormalities ... 37 3 1 4l 


are the only ones I believe it justifiable to ascribe to pre- 
maturity. The commonest cause of death in this series of 
live-born infants weighing over 400 gm. is “hyaline” mem- 
brane, with prematurity of a degree incompatible with 
extrauterine existence second, and malformations third. 
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For the 20 years between 1931 and 1951, 6.5% of 
all live-born infants delivered at the Chicago Lying-in 
Hospital weighed less than 2,500 gm.’ The frequency 
was the same throughout the entire period; however, 
the mortality rate for infants between 1,000 and 2,500 
gm. fell from 15.7% for 1931 to 1934 to 10.9% for 
1946 to 1951. It is extremely interesting that, in spite 
of all the emphasis on prenatal care and diet, no decrease 
can be demonstrated in the frequency with which mal- 
formations and premature delivery are observed. 


SUMMARY 
Combined mortality for fetuses and for infants less 
than 4 weeks of age in the United States has fallen from 
79.1 per 1,000 live births in 1922 to 43.4 in 1950. For 
whites the decrease has been from 75.4 to 39.7; for non- 
whites it has been from 124.4 to 66.7. The incidence of 
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premature delivery does not seem to have changed ap- 
preciably in the last 20 years, but survival rates for pre- 


mature infants have considerably improved. 

Causes of perinatal mortality are malformations, eryth- 
roblastosis, intrauterine anoxia, trauma, prematurity, in- 
fections, noninfectious pulmonary disturbances, and a 
small group of miscellaneous conditions. All causes of 
perinatal deaths have decreased except malformations 
and erythroblastosis; syphilis has largely disappeared. 
With the exception of syphilis, trauma and anoxia asso- 
ciated with labor and delivery have shown more decrease 
in special obstetric hospitals than any other causes. These 
are the most fertile fields for immediate further national 
reduction in perinatal mortality rates. 

5841 Maryland Ave. (37). 


7. Potter, E. L.: Maternal Factors in Prematurity, Pediatric Clin 
North America 1: 515 (Aug.) 1954. 


MANAGEMENT OF LABOR IN REFERENCE TO PREVENTION OF 
PERINATAL MORTALITY 


George E. Judd, M.D., Los Angeles 


The scope of this presentation does not call for a dis- 
cussion of prenatal care; however, it should be empha- 
sized in the beginning that the problems presented during 
labor will be greatly influenced by the adequacy of the 
prenatal management. The management of labor pre- 
sents many aspects that may influence fetal salvage and 
help prevent perinatal mortality. During labor the skill 
and judgment of the obstetrician may play a decisive 
role in the final outcome. Fetal loss from birth trauma 
is often attributed to the management of labor, and 
deaths from abnormal pulmonary ventilation and infec- 
tions after delivery may be indirectly charged to the way 
labor was managed; these three causes produce 80% of 
neonatal deaths. 

In recent years the question of fetal salvage has be- 
come a problem of greater interest and concern, for the 
infant mortality rate has not improved to the same degree 
as the maternal mortality rate. Many studies of fetal 
loss have been made; the analysis of the largest number 
of fetal deaths, and certainly the most elaborate study 
to be made to date, is the report, “Progress in Prevention 
of Needless Neonatal Deaths,” by Bundesen, Potter, 
Fishbein, Bauer, and Plotzke, that was part of the 
Chicago Health Department Annual Report of 1951." 
Because of the number of neonatal deaths studied, 
8,905, and the completeness of this study, I have drawn 
many statistical items from it to point up the importance 
of factors in labor that influence fetal mortality. 1 will 
discuss the problems of neonatal deaths and stillbirths 
together, since roughly 13° of stillborn infants die dur- 
ing labor. 
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In a period from July 1, 1952, to June 30, 1953, 
9.526 deliveries occurred at the Los Angeles County 
General Hospital. There were 224 neonatal deaths, or 
2.35%, and 220 stillbirths, or 2.32%, making a total 
fetal mortality of 4.67°. In the stillbirths, 29 babies, 
or 13.1%, died between the beginning of labor and the 
time of delivery; 3 of these infants were previable, 9 
were premature, and 17 weighed more than 2,500 gm. 
The causes of death in utero of the 17 above the pre- 
mature weight limit were long labor, 6 infants; cord com- 
plications, 3 infants; maternal diabetes, 2 infants; and 
preeclampsia, premature separation of the placenta, 
breech presentation, infection, and rupture of the uterus, 
one infant each; one baby died without obvious cause. 
In this discussion I will analyze the factors in fetal loss 
occurring during labor, with emphasis on those factors 
not stressed in the other presentations of this symposium. 

GENERAL FACTORS 

General considerations in the management of labor 
should begin as the patient enters the hospital in labor. 
It is of great importance that the patient be seen carly 
in labor by her medical attendant. An estimation at 
this time of her general condition and that of the baby 
may change the final outcome. Early treatment directed 
toward obvious and proved anemia, intercurrent infec- 
tion, and any existing or possibly developing disease 
connected with pregnancy is vital. The establishment of 
position and probable presentation and of condition ot 
cervix, the estimation of possible expected course, the 
securing of vital laboratory examinations, and many im- 
portant decisions are best made early. Blood that may 
be necessary should now be made available. Roentgen- 
ographic examinations, whenever indicated, should be 
done early; they may alter planning and management. 
Determination of the time of the last meal, for the pos- 
sible complication of inhalation anesthesia, is another of 
the considerations that come to mind. The presence of 
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the medical attendant can also bring reassurance to the 
anxious patient and composure even to the well-adjusted 
patient; it may spell the difference between much and 
little analgesia. Good nursing care is important. Taking 
and recording temperature, pulse rate, respiratory rate, 
blood pressure, and fetal heart rate are so routinely done 
by nursing staffs that we physicians may sometimes for- 
get to make our own observations and checks to see that 
there is no failure to take and record these items. The 
routine I follow requires that temperature, pulse rate, 
respiratory rate, and blood pressure be every 
four hours during active labor, with more frequent 
checks if indicated. The fetal heart rate is checked and 
recorded every half hour during the first stage and every 
15 minutes during the second stage of labor. 
Indications of Fetal Distress —The usual indications 
of fetal distress are rapid heart rate, 170 to 180 per min- 
ute; slow heart rate (a rate of less than 100 per minute 
may indicate a knot in the cord, a coil about the neck, 
or tension or prolapse of the cord); fluctuating heart 
rate, slow and fast (stressed in the foreign literature, 
possibly caused by vagal stimulation from efforts to 
breathe); irregular heart rate (of no significance during 
a contraction but serious between contractions ) , passage 
of meconium in other than breech presentation; and in- 
creased fetal activity. McCall and Fulsher,’ in a recent 
review of fetal distress, concluded that fetal distress, as 
indicated by listening to the fetal heart, is an unreliable 
sign, and their figures show how unpredictable the in- 
fant’s condition can be at birth with only these signs 
present. When the signs of fetal distress are accompanied 
by or preceded by a recognized clinical entity see t 
affect the fetus, these signs can be given importance. 
Use of Fluids, Carbohydrates, and Oxygen.—Need 
for fluids and carbohydrates will vary with the duration 
of labor and from patient to patient. When fluids are 
needed in the last four to six hours of labor, they should 
be given parenterally. The use of oxygen during labor 
perhaps furnishes one of the best means of fetal support. 
Eastman * has recently called our attention dramatically 
to the status of oxygen levels in the fetal circulation be- 
fore birth and the need for more enlightenment on the 
whole problem of oxygen and carbon dioxide changes 
and needs in the fetus during labor. It is well recognized, 
however, that anoxia is the principal cause of death dur- 
ing intrauterine life and that intrauterine anoxia not only 
kills but may play an important role in the production 
of neonatal pulmonary complications, as well as cerebral 
injuries. Until research fills in the gaps in our knowledge 
of the oxygen needs of the fetus, the more liberal use of 
oxygen during labor should be encouraged. Oxygen ad- 
ministered to a patient in labor should first be bubbled 
through water to produce humidification and prevent ir- 
ritation by the dry gas. The common error in using oxy- 
gen is using an insufficient quantity. Motley * has shown 
that, by a 10 F. to 12 F. nasal catheter with several holes 
in the terminal inch, about 40° oxygen can be delivered 
to the alveoli, depending on the extent of mouth breath- 
ing and the respiratory rate. The oxygen face tent, a plas- 
tic shield that fits snugly on the sides of the face, will also 
Seliver about 40% of oxygen to the alveoli. Only high 
Qxygen concentration can be delivered by the Boothby, 


MANAGEMENT OF LABOR—JUDD 1478 


Lovelace, Bulbulian mask, the Bennett face mask, or the 
oxygen equipment meter mask. These masks eliminate 
rebreathing and the accumulation of carbon dioxide. 
They also allow concentrations of up to 100% oxygen if 
needed. Lung physiologists have warned against high 
levels of oxygen inhalation if the patient has emphysema, 
bronchiectasis, long-standing asthma, or other chronic 
lung disease, but danger levels are reached only as the 
concentration approaches 100%. Fifty per cent oxygen 
inhalation is well below the level of danger. We have all 
seen a rapid or irregular fetal heart rate return to normal 
with the giving of oxygen to the mother. 

Use of Antibiotics.—The use of antibiotics ante par- 
tum is under question for the prevention of maternal 
intrapartum and postpartum infections; however, the use 
of antibiotics for the prevention of fetal infections seems 
to be of definite value. Moncreiff reports,* in the findings 
of postmortem examinations made before antibiotics, 
that about one-third of the infants examined had infec- 
tions, some not ized before death. In the Chicago 
study * of 1951, 13.4% of neonatal deaths were pro- 
duced by infections. Of this group, 80% were due to 
pneumonia, the other 20% being made up of gastro- 
intestinal, cutaneous, meningeal, and genitourinary in- 
fections and septicemia and syphilis, the last occurring 
in only 3% of the total infection group. The majority of 
babies with pneumonia received the bacterial inoccula- 
tion ante partum from infected amniotic fluid. These 
babies could have been benefited by the early use of 
antibiotics during labor. There seems to be no criticism 
of the use of antibiotics for fetal protection in patients 
with membranes ruptured for a period of 12 hours or 
longer, in the febrile patient, or perhaps in the patient 
who is in labor for a long period of time. 

Use of Vitamin K and Oxytocics.—The use of vita- 
min K before delivery is under some question; however, 
it can be given with little cost and no danger, and it elimi- 
nates the problem of prothr ia, which, it ap- 
pears, would affect about 1% of newborn infants. A few 
years ago, the use of oxytocics ante partum would have 
been mentioned in a discussion such as this only to be 
condemned. There are still many who condemn oxytocics 
as being extremely dangerous if not used under controlled 
conditions, with skill and judgment. The intravenous 
drip of oxytocin (Pitocin) in saline solution is of value 
in uterine inertia when, in the opinion of the obstetrician, 
the forces of labor need this type of assistance. There is 
a growing feeling, as experience with the intravenous 
drip of oxytocin accumulates, that its use when there is 
delay in the descent of the head in the second stage of 
labor is easier on the fetus and maternal soft parts than 
mid-forceps delivery. Although the use of oxytocin, 
either by injection or by intravenous dilute solution, as 
a means of inducing labor is not approved of by all 
authorities on the problems of childbirth, oxytocin is 
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used by a great many good obstetricians, effectively and 
with good results. Its use requires eternal vigilance to 
prevent fetal injuries. 


MATERNAL FACTORS 

The age of the mother and her gravidity, history of 
previous premature deliveries or abortions, state of nu- 
trition, and lack of prenatal care are factors that influ- 
ence fetal salvage. The highest number of neonatal deaths 
occur in infants of patients who are very young or very 
old. Infants of patients 15 years old and under and 45 
years old and older have three and four times, respec- 
tively, the mortality rate of infants whose mothers are be- 
tween the ages of 20 and 30 years.’ Whether the mother 
was an elderly primipara (over 35 years) stillbirth was 
one-fourth again as frequent, and there were twice the 
number of neonatal deaths as with younger primiparas. 
The elderly primipara had, in relation to the younger 
primipara, four times the cesarean section rate, twice the 
toxemia rate, and eight times the rate of mongoloid in- 
fants. 

In the Chicago report a study is recorded of 634,522 
births from 1936 through 1949, for which the gravidity 
was known. Death rates determined for the gravidity of 
the mother showed an increase in neonatal mortality as 
gravidity increased beyond gravida 1. The number of 
deaths in the premature and previable groups also in- 
creased as the gravidity increased. This was confirmed by 
Schram,” who found stillbirths and neonatal deaths twice 
as frequent in the grand multipara, para 7 or over. The 
grand multipara also shows an increase of medical 
complications, particularly cardiovascular disease. The 
woman who has had many pregnancies should be 
watched closely in the prenatal period, and especially 
during labor, for conditions that threaten the fetus. “Just 
another multip” to the doctor or “just another baby” to 
the experienced mother may lead to lessening of prenatal 
management by the doctor or a lack of cooperation on 
the part of the patient, resulting in greater fetal loss. 

The Chicago report also calls our attention to the fact 
that patients with a history of previous premature de- 
liveries or abortions are two and one-half times as likely 
to have another premature baby as are mothers of pre- 
vious full-term babies. The lack of prenatal care and the 
rather poor state of nutrition often associated with the 
lower economic level seem to point to an increase in the 
occurrence of prematurity and a subsequent increase in 
neonatal mortality in this group. It is the consensus of 
opinion in the Los Angeles area that the Rh-negative pa- 
tient requires no change in management during labor, 
with or without a rising titer or even with the history of 
a previous erythroblastotic baby. The practice of pre- 
mature induction of labor or delivery by cesarean section 
before term to save the baby has proved to be dangerous 
on two counts: often premature babies are lost that fail 
to show erythroblastosis, and those that have erythro- 

6. Schram, E. L. R.: The Problem of the Grand Multipara, Am. J. 
Obst. & Gynec. 67: 253 (Feb) 1954. 
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blastosis are not given any better chance of survival. It 
should be emphasized that a rising titer may not always 
indicate erythroblastosis of the infant. Patients who are 
younger than 15 or older than 45, patients who have had 
many babies or previous premature infants, patients who 
show poor nutrition or obvious lack of prenatal care and 
management, and especially patients with a combination 
of these factors should receive more careful attention 
during labor. 
FACTORS OF DELIVERY 

Presentation. —Presentation offers important consid- 
ations as far as risk to the fetus is concerned, as evi- 
denced by the variation of fetal death rate for the various 
types of presentation. The Chicago report showed that, 
in 8,635 fetal deaths, 81.4° of presentations were 
cephalic, 17.4% breech, 1% transverse, and 0.2% other. 
Calculating the mortality rate per 10,000 live births over 
a period of 14 years, it was estimated that with low for- 
ceps delivery there were 7.9 deaths per 10,000 live 
births; with spontaneous delivery, 24.7 deaths per 10,000 
live births; with mid-forceps and high forceps delivery, 
29.7 deaths per 10,000 live births; and with version and 
extraction, 118.2 deaths per 10,000 live births. 

Low forceps delivery for cephalic presentation would 
seem to be less risky than spontaneous delivery; per- 
haps the frequent use of low forceps by trained men as 
the delivery of choice for the average patient may account 
for the lower mortality rate. It is here that the skill and 
judgment of the obstetrician comes vitally to bear on 
any given problem and poses the question “When and 
how may the forces of nature be assisted to lessen fetal 
injury and to preserve maternal tissue?” Properly indi- 
cated and properly applied, forceps can reduce stress 
on the fetus. Spontaneous delivery should occur for 
many patients; however, babies have been injured and 
lost on the perineum. Constant taking of the fetal heart 
rate when the vertex reaches the perineum will prevent 
further loss, if for any reason the labor is not to be 
promptly terminated. Mid-forceps and high forceps de- 
livery show a combined fetal mortality rate of 29.7 per 
10,000 live births.‘ Because high forceps delivery in the 
past 10 years was so rarely done, this could represent 
primarily the mortality rate of mid-forceps delivery. 
Tucker and Benaron * have said, after a study of fetal 
injuries, “The more difficult the operative procedure the 
greater the incidence and degree of apnea,” and “The 
incidence of stillbirth and neonatal death is directly pro- 
portioned to the degree of trauma and anoxia the child 
suffers.” There is no excuse for delivery by high forceps; 
fortunately this procedure has almost disappeared from 
all delivery rooms. Mid-forceps delivery, with its damage 
to maternal structures and its increase in fetal injury, is 
now under critical study. Midpelvic arrest may be 
better solved for the baby by more frequent use of cesar- 
ean section. Taylor,* in a critical analysis of mid-forceps 
delivery, found an incidence of 1 in 324 deliveries. 
If these infants had been delivered by cesarean section, 
the cesarean rate in Taylor's study would have been 
increased by 1%. Eastman” has reported the decrease 
of mid-forceps delivery from 1 in 200 to 1 in 1,000, with 
administration of oxytocin by intravenous drip in selec- 
ted cases. He encourages longer second stages. Douglass 


Vol. 156, No. 16 


and Kaltreider *° have pointed out the advantages of a 
trial traction by forceps, with a resort to cesarean section 
if the delivery does not appear easy. We should more 
frequently applaud the courage of the man who ceases 
attempts at a difficult forceps delivery and resorts to 
cesarean section than the skill of one who persists and, 
though he may get by, increases the risk to the baby and 
the maternal soft parts. 

Brow presentation is not in itself an indication for 
cesarean section; in approximately 30 to 40°% of cases 
spontaneous delivery will occur. An increase of 5.25% 
in gross fetal mortality is present with this type of presen- 
tation. Face presentation occurs in about | in 559 births, 
as noted in combined reports comprising 392,035 de- 
liveries. The corrected fetal mortality rate was 13%. In 
the same reports, in 192,050 deliveries, brow presenta- 
tions occurred in 1 in 2,325 births, with a corrected fetal 
mortality of 19.5%. Brow and face presentations are 
not in themselves indications for cesarean section; in per- 
haps as many as one-third of these cases spontaneous 
delivery will occur. Version and extraction has had a 
useful place in face and brow presentation; however, 
118.2 fetal deaths per 10,000 live births would indicate 
that, when attempted under adverse conditions, the pro- 
cedure has a risk to the baby that is out of proportion 
to the risk of cesarean section. Version and extraction 
should never be attempted without first meeting the con- 
ditions that are essential to its successful performance: 
absence of cephalopelvic disproportion, fully dilatable 
cervix, membranes intact or recently ruptured, a dis- 
placeable head, adequate anesthesia, and an experienced 
operator. The last condition would seem to be the most 
important; yet Erving mentions the younger men’s lack of 
interest in becoming skilled in version and extraction. 

The mortality rate of breech presentation is 39.7 per 
10,000 live births. To gain a clearer picture of the factors 
of breech presentation, it is well to know that, in the 
Chicago study, 24.7% of infants born by breech presen- 
tation were in the previable group, and 56° were below 
1.800 gm. Breech presentation occurs with a much 
greater frequency in premature delivery than at full term, 
when it occurs in only 3 to 4% of births. Recent reports 
on breech deliveries show a corrected fetal mortality rate 
of 1 to 2%. It would appear that in expert hands breech 
delivery carries no greater fetal risk than cephalic pres- 
entation. In breech presentation the use of roentgen- 
ograms to measure the after-coming head offers the best 
way of comparing fetal head size and pelvic capacity; 
roentgenograms should be used in any case when there 
is any fear of disproportion. When discrepancy exists, 
cesarean section is the method of choice for delivery. 
First delivery for a patient 35 or older, weak and ineffec- 
tual uterine contractions, and a thick, rigid cervix are 
other conditions that encourage the use of cesarean sec- 
tion. In general for breech delivery it should be remem- 
bered that: (1) labor should rarely be induced; (2) 
conservative management allowing the breech to be de- 
livered by the patient before assistance is used seems to 
be the consensus of opinion of recent reports, allowing 
a second stage of one to two hours; (3) wide episiotomy 
should be done; (4) the Wigand-Martin maneuver and 
the use of Piper forceps on the after-coming head should 


be employed; (5) analgesia should usually be reduced to 
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get more cooperation from the patient; (6) membranes 
should not be ruptured until dilatation is complete; (7) 
the Voorhees’ bag should be used in premature breech 
delivery, and often in footling presentation, to prepare 
the cervix and birth canal for the proportionately larger 
head; (8) in converted breech presentation, the arms 
should be placed across the chest before the feet are 
delivered; (9) in footling presentation, prolapsed or 
pinched cord should be watched for, and frequent de- 
terminations of the fetal heart rate may warn of occult 
cord complications; and (10) a trained assistant should 
be at hand with all breech deliveries (we established this 
policy on our service years ago, and many times the ad- 
ditional help has been of great service). The Bracht 
maneuver, so enthusiastically endorsed by obstetricians 
on the continent, must be evaluated in the United States 
before its usefulness can be assessed. In transverse pres- 
entation, which occurs rarely, the baby cannot be de- 
livered and must be changed by external or internal ver- 
sion or delivered by cesarean section. 

Treatment of Prolapsed Cord.—Prolapse of the um- 
bilical cord is possible in any presentation but is more 
frequently found in footling presentation; it should there- 
fore be watched for in this group. It is also common in 
premature labors. It should be watched for in any patient 
with an unengaged presenting part and at any time after 
the membranes rupture or are ruptured. It should be 
suspected if signs of fetal distress develop during labor. 
When it occurs the baby should be delivered at once by 
vagina if the cervical dilatation will permit. If not, the 
patient can be put into moderate Trendelenburg position 
and given oxygen, and the presenting part should be held 
away from the cord manually while preparations are 
made for cesarean section. It is important in any obstet- 
ric department to have preparations always available to 
do a cesarean section on very short notice. The saving 
of minutes in delivering a distressed fetus may be truly 
lifesaving in any cord complication. Here again exer- 
cising of good obstetric judgment is necessary to deter- 
mine if delivery should be attempted and the type of 
delivery best suited for the case. 

Cesarean Section.—Cesarean section may be done for 
such fetal indications as maternal diabetes, certain breech 
deliveries, prolapsed cord without dilatation of the cervix, 
and cephalopelvic disproportion. Salvage of the fetus may 
lend weight to the decision to do a cesarean section for 
partial separation of the placenta in advancing toxemia 
or placenta previa, as well as for abnormal presentation. 
The inherent danger of fetal loss from cesarean sec- 
tion has been variously estimated at from 1 to 12%. 
Malone * has called our attention to a reduction in fetal 
mortality when incidence of cesarean section is between 
4 and 5% and to an increase in mortality for lower and 
higher cesarean rates. It should be evident that an opti- 
mum level of operative intervention exists for fetal sal- 
vage. Recent reports of large series of cesarean sections 
would indicate perhaps a 1% fetal loss attributable to 
the operation. Ai the Los Angeles County General Hos- 
pital, Hibbard, in a still unpublished study, found that 
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700 repeat cesarean sections were done between 1949 
and 1954. The total fetal mortality was 12, or 1.71%, 
2 stillbirths and 10 neonatal deaths. In the series of 10 
neonatal deaths one infant was under 1,000 gm., five 
were between 1,000 and 2,500 gm., and four were above 
2,500 gm. In the two stillbirths, one infant was hydro- 
cephalic and the other was a second twin that died of 
unknown cause. Five of the premature infants died of 
atelectasis, and three of the four above 2,500 gm. died 
as a result of pulmonary failure. Premature labor ac- 
counted for the delivery of the one previable infant and 
the five premature infants. Large myomas requiring 
operative intervention accounted for the other. Three 
term infants, or 0.43°%, died of respiratory failure on 
the second and third days. These three could well be the 
index of our intrinsic fetal mortality for cesarean section. 
The intrinsic fetal mortality of cesarean section should 
be determined by more reports like those of King and 
co-workers, Taylor and Ward, and others. Use of gastric 
lavage immediately after delivery by cesarean section is 
gaining support as a means of preventing failure of pul- 
monary ventilation. Only time will tell if this is correct. 
There is no question that a premature infant will suffer 
in cesarean section, as it does in vaginal delivery. Few 
reports on cesarean sections fail to show some fetal loss 
from error in determining maturity date in elective cases. 
This error could be avoided by waiting until labor is 
initiated or by confirming the maturity of the infant by 
roentgenograms. Adams,"* in a report not yet published, 
has used the visualization of the lower epiphysis of the 
femur by roentgenograms to indicate 38 weeks of gesta- 
tion or better. He found this procedure to be 89% cor- 
rect in comparison with postdelivery examinations. With 
55 diabetic patients, using this method to determine the 
38th week of gestation, he had no fetal mortality due to 
prematurity. 

Cervical Incision.—Cervical incision as an obstetric 
procedure has certain restricted indications and may pre- 
vent perinatal mortality. Evans and Stander *’ found, in 
a review of 12,773 deliveries, that in 86 deliveries after 
Diihrssen’s incision there was a total fetal mortality of 
4.65% . These fetal deaths, all due to infection, occurred 
prior to the advent of antibiotics. 


PREMATURITY AND POSTMATURITY 

Premature Labor.—Improvement in the picture of 
fetal salvage in the future can be more easily accom- 
plished by methods that improve the salvage of the pre- 
mature infant; 40° of the neonatal mortality in the 
Chicago report was among the premature and previable 
groups. With no other groups can attention to many 
details, however small, make as great a difference in the 
final outcome for the baby. For purposes of defining 
limitations, any infant under 1,000 gm. is classified as 
previable, and any under 2,500 gm. is classified as pre- 
mature. In the Chicago report these two groups were 
further divided. The group of previable infants was 
divided into lighter (those under 750 gm.) and heavier 
(those between 750 and 1,000 gm.). The group of pre- 
mature infants was divided into three groups: smaller 
(from 1,000 to 1,749 gm.); larger (from 1,750 to 2.249 
gm.); and largest (from 2,249 to 2,500 gm.). In recent 
reports, analysis of premature infants is made in groups 
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of 500 gm., from 1,000 to 2,500 gm. The weight factor 
is so important that reports of neonatal deaths will be 
of little value for purposes of comparison unless they 
are broken down into previable and premature groups 
and unless the premature group is further broken down 
into at least three divisions according to weight. 

In the Chicago report, 418 of 1,756 previable infants, 
or 24.4%, lived one day or longer, and 119, or 6.6%. 
lived three days or longer. In the premature group, of 
3,952 infants who died soon after birth, 1,803, or 
45.3%. lived at least one day, and 859, or 21%, lived 
three days or longer. In this group that survived three 
days or more we can only surmise the small items that 
tipped the balance against survival, especially since it is 
felt that survival after four days of life gives a baby a 
better than 90% chance of survival. In the previable 
group little can be done to further the improvement in 
fetal salvage during labor. Prevention of premature labor 
offers by far the most important item in improving fetal 
salvage. In this group days and weeks of additional intra- 
uterine life may make a great difference in the end- 
results. This is equally true with the premature infant, 
as the largest premature babies have a better salvage 
rate than do the smaller. The conduct of labor is the 
same for previable infants as for premature. General 
supportive measures for the mother are of great impor- 
tance in premature labor, for many of these patients are 
in labor as a result of some obstetric complication or 
disorder. Attention to the condition of the mother serves 
a twofold purpose. 

Medication for the Premature Infant.—A minimum 
amount of analgesic drugs, or none at all, should be 
given, as analgesics have a greater depressing effect on 
the respiratory center of the premature infant than on 
that of the full-term infant. Narcotics are contraindi- 
cated; however, the barbiturates or perhaps meperidine 
(Demerol) hydrochloride may be sparingly used. If the 
patient understands the importance to her baby of her 

of discomfort without medication, many 
times she will meet it gladly. The use of oxygen for the 
mother during premature labor offers the best support 
to prevent anoxia. For the premature infant, short peri- 
ods of anoxia may easily decide the issue against survival. 
It is possible that we have not used to the degree neces- 
sary this valuable element, as few obstetric departments 
are equipped to give 50% oxygen easily over long peri- 
ods. Experiments on the influence of frequent, controlled 
use of high concentrations of oxygen during premature 
labor should be carried out to determine how beneficial 
this may be in improving fetal salvage. At present, the 
use of oxygen is largely limited to those cases where 
obvious fetal or maternal distress is present. Much more 
must be learned of the whole problem of oxygen needs 
and of the influence of sublethal oxygen deprivation on 
the infant, both premature and full term. The use of anti- 
biotics of a broad spectrum type is indicated in any pre- 
mature labor in which possibilities of infection to the fetus 
exist. These possibilities can occur when the membranes 
are ruptured for longer than eight hours, when obvious 
febrile conditions exist in the mother, or perhaps in 
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uncomplicated long labors. Protection from pulmonary 
or other infections is even more important to the pre- 
mature infant than to the full-term infant. Any infection 
of the fetus acquired in intrauterine life can be decisive 
in deciding the issue against survival. Vitamin K given 
prophylactically to the mother before delivery will care 


for any prothrombinopenia that may be present or that _ 


may develop in the fetus. 

Delivery of the Premature Infant.—The use of a con- 
duction type of anesthesia—local, spinal, or caudal—is 
very important. This is clearly pointed out in the Chicago 
report of 8,642 neonatal deaths for which the anesthesia 
used was known. Local, spinal, and caudal anesthesia 
were used in 5.7% of cases and inhalation anesthesia in 
57.2%. The use of oxygen inhalation after conduction 
anesthesia is important until after delivery of the baby, 
as the respiratory rate and excursion of the patient are 
less after pain is relieved. The use of wide episiotomy 
with premature delivery lessens the danger of injury to 
the baby on the perineum. The head of the premature 
infant is often almost as large as the head of the full-term 
infant; it is larger in proportion to the body than the 
head of a full-term infant. In cephalic presentation early 
use of outlet forceps is indicated if any delay is encoun- 
tered when the head reaches the perineum. This will 
reduce the chances of undue pressure on the intracranial 
structures and of subsequent damage. As the head 
emerges from the introitus a good opportunity is pre- 
sented to milk the trachea, nares, and mouth of amniotic 
fluid and reduce by that much the chances of deeper 
aspiration of fluid with the first gasps. 

A higher incidence of breech presentation is found 
with premature infants than with full-term infants. In 
addition, the relatively smaller size of the fetal body 
may fail to dilate the cervix and maternal soft parts to 
allow easy passage of the after-coming head. Before 
delivery the cervix should be checked to find if it is suf- 
ficiently dilated, and if not it should be stretched or cut 
to reduce trauma to the after-coming head. Parks '* has 
suggested the use of a well-inflated no. 6 Voorhees’ bag 
in breech delivery of infants weighing 4 to 5.5 Ib. (1.8 
to 2.5 kg.). He also suggests the use of the bag in foot- 
ling or full breech presentations. He believes this 
procedure will eliminate unnecessary trauma to the after- 
coming head and prolapse of the cord. 

McCausland and co-workers '* have shown that from 
50 to 100 cc. of blood may be secured for the baby by 
delay in clamping the cord or by stripping. This addi- 
tional blood is vital to the premature infant. These 
researchers were able to show increase in the blood count 
of infants for whom the cord was stripped over those 
for whom this was not done. It is important that a trained 
assistant be at hand to give full attention either to the 
baby or to the mother, as the first few minutes are impor- 
tant for the baby, and it must have the undivided atten- 
tion of a skilled medical attendant until its condition is 
satisfactory. Warmth, keeping the head in a dependent 
position, early clearing of mucus and amniotic fluid from 
the respiratory passages, and the giving of oxygen are 
even more important with the premature than with the 
full-term infant because of reduced safety factors. Vita- 
min K and antibiotics are the only drugs advised, but 
they must be given early when indicated. 
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Postmaturity.—The obstetrician is frequently con- 
fronted with the problem of a patient who goes beyond 
her expected date of confinement. This is more frequently 
a case of erroneous arithmetic than one of postmaturity; 
however, we must recognize that postmaturity does exist 
and decide if it increases the danger to the fetus. Lartz '* 
recently found, in a study of 736 consecutive cases, that 
in 71 cases delivery occurred 14 days or longer beyond 
the expected date; time overdue varied from 14 to 45 
days. Only 5 of the 71 babies weighed more than 4,500 
gm. There were two stillbirths; one infant was anence- 
phalic, and the other died during labor of a questionable 
premature separation of the placenta. There were no 
neonatal deaths. Lartz concluded that postmaturity is 
not a dangerous complication for mother or fetus and 
is not an indication for cesarean section. 


Tracheal catheter in place after air passageway has been cleansed of 
extrancous material. The catheter is connected to a soft anesthetic bag 
filled with moist oxygen; alternating gentle pressure is applied by the 
nurse. 


RESUSCITATION 


Prevention of pulmonary disturbances must begin im- 
mediately after birth. The baby should receive oxygen 
within the first eight minutes, to avoid irreparable dam- 
age. It is important to keep in mind that: (1) essentia! 
procedures should be done quickly, and the baby should 
be handled gently; (2) the head of the baby should be 
kept in a dependent position so that early breathing 
efforts will not draw material of the throat and trachea 
deeper into the lungs; all mucus, amniotic fluid, and for- 
eign material should be removed quickly from the mouth, 
pharynx, and nares; a soft rubber bulb syringe is a val- 
uable aid; (3) the baby should be kept warm by a warm 
blanket, not by a basin of water; (4) a tracheal catheter 
should be passed to clear the trachea of extraneous 
material; the catheter should be a soft woven one and 
not too large—8 F. to 10 F. for premature infants and 
10 F. to 12 F. for full-term infants. 
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In the Los Angeles area a procedure for resuscitation 
that is widely used and generally recommended is as 
follows: First, by catheter, the trachea is freed from all 
fluids and extraneous material; then, with the catheter 
in place in the trachea, the free end is connected to a soft 
anesthetic bag filled with humid oxygen by means of a 
cannula having a 2 mm. aperture. The nurse alternately 
compresses and relaxes the bag at a rate of 20 to 30 times 
per minute. I have found that this gives excellent results; 
the baby will “pink up” almost immediately after the bag 
pressure is initiated. Use of the bag is continued until 
the baby’s respirations are well established. Recent stud- 
ies by Goddard, Clark, and Bennett '' have shown no 
lung damage by intratracheal pressure up to SO cm. 
H.O. These authors have also pointed out the impor- 
tance of gentle pressure along the bronchial tree to 
open collapsed air spaces. An experimental model has 
been designed by these workers and is now being tested 
clinically in various centers. We believe the method we 
use in Los Angeles offers a simple, easy method of bring- 
ing oxygen to the baby and gentle force to the opening 
of the air spaces. 

The Bloxsom air lock is still used enthusiastically by 
a good many persons in a number of institutions. Blox- 
som '* in his latest report shows 41° improvement in 
fetal salvage by the use of the airlock. The place it will 
occupy in the program of the newborn infant is not yet 
settled. The limited experience we have had in the past 
two years in our institution leaves us with mixed feelings 
about its use. Critics say it is not an instrument of resus- 
citation. A program to remove fluids and foreign ma- 
terial from the respiratory tree and instill oxygen under 
controlled pressure along the respiratory passages would 
seem to be the best method of resuscitation. The airlock 
does not meet these needs. Its use to carry along a baby 
with respiratory difficulty may be better founded. We 
must await further experience to assess properly its value. 

After the baby’s respirations are well established, 
medicaments such as vitamin K and antibiotics can be 
given whenever they are indicated. Enough experience 
has been gained to indicate that neither of these agents 
produces any deleterious effects and that much good 
might be gained by their early use for the control of 
bleeding and neonatal infections. Following resuscitation 
the care of the newborn becomes the problem of the 
pediatrician. Here good teamwork and cooperation are 
essential; however, the disturbed baby should be under 
the close observation of the obstetrician until the pedia- 
trician is available and can assume responsibility for 
further care. 

The reduction of perinatal mortality concerns all who 
attend the expectant mother, and much may be accom- 
plished during labor. On the other hand, the salvage of 
a baby by procedures not based on sound obstetric judg- 
ment and experience may throw out of balance that fine 
obstetric ideal that favors the life and health of the 
mother above the life of the infant. There may often be 
a calculated risk that any mother may be willing to accept 
for the sake of her baby, but ours should be the objective 
judgment, which it may often take courage to exercise, 
to evaluate the risk and the possible gain and to place in 
true perspective the issues at stake. 


J.A.M.A., Dec. 18, 1954 


SUMMARY 
During labor, a number of general measures, including 
early examination, proper planning, good nursing care, 
and general supportive measures, will promote fetal sal- 
vage. Maternal factors such as age, gravidity, previous 
history, nutrition, and prenatal care influence fetal loss. 


- Factors of fetal risk vary with different presentations and 


types of delivery; evaluation of fetal risk should help de- 
termine the type of delivery to be employed when a 
choice is possible. Management of premature labor dif- 
fers from management of term labor in medication, type 
of anesthesia, and reduction of birth trauma. The cord 
blood should be given to the baby by stripping, delay in 
clamping, or placental transfusion. Resuscitation of the 
newborn infant should be gentle, swift, and efficient. Re- 
moval mechanically of extraneous material from the air 
passageway is vital. Warmth and early oxygenation are 
very important; prompt administration of vitamin K and 
antibiotics is important when indicated. In our endeavors 
to reduce perinatal mortality we must not lose sight of 
our primary responsibility, the welfare of the mother. 
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The Care of the Physician's Skin.—It is not surprising that cach 
year surgeons or obstetricians must find other fields of medicine 
into which to enter because their hands cannot tolerate the neces- 
sary scrubbing. . . . Rubber gloves have long been a source of 
hand eruptions in physicians. In cases of true rubber sensitivity, 
neoprene gloves often allow a man to remain in surgery. We 
must not forget that orris root may sometimes be found in glove 
powders, and that various antiseptics, such as mercurials, are 
used in “prepping” rubber gloves. . . . Local anesthetics fre- 
quently tend to sensitize the practitioner, with procaine being 
the more frequent offender. Nupercaine, benzocaine, Pontocaine, 
Butacaine and cocaine may also create allergic reactions. Prob- 
ably antiseptics are more frequently sensitizing than anesthetics. 
The mercurials have long been known to be allergenic, and 
formaldehyde follows closely behind. The antibiotics have come 
in for their share of criticism as trouble makers. . . . Other 
substances which may cause a contact dermatitis in practicing 
medicine include chromium, nickel, adhesive plaster, various 
plastics, paper towels, orthopedic plaster and rubber elastic 
bandages. Let us not forget the various testing materials used 
by allergists for skin tests which may backfire and sensitize the 
investigator. . . . Perhaps the most severe dermatological dis- 
order is that of radiodermatitis. . . . The tubes of the past 
were open and the radiologist was not properly shielded. Con- 
sequently many of the pioneers in their specialty paid with their 
limbs and even their lives. . . . The present day physician, how- 
ever, has no such excuse . . . and yet physicians are still 
developing radiodermatitis. This is due to gross negligence and 
carelessness. There are physicians who do fluoroscopic examina- 
tions without proper protection against stray and direct radia- 
tions. There are surgeons who look for foreign bodies under a 
fluoroscope for prolonged periods of time without proper pro- 
tection. There are surgeons who set broken bones under the 
fluoroscope. There are some physicians who use x-ray equipment 
without proper screening, and there are some physicians who 
handle radium, radon, thorium-X, and other radioactive agents 
without proper protection._—_F. G. Witherspoon, M.D., The Care 
of the Physician's Skin, The Journal of the Tennessee State 
Medical Association, October, 1954. 
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THE ROLE OF ANALGESIA AND ANESTHESIA IN FETAL SALVAGE 


E. Stewart Taylor, M.D., Denver 


All anesthetic drugs or agents given to a patient in 
labor, whether administered by inhalation or by oral or 
parenteral routes, have a depressing effect on the fetus. 
The effect may be great or small depending on the dosage. 
the agent, and the time of administration in relation to 
delivery. The fetus exists in the uterus in an oxygen at- 
mosphere of approximately 50°. If the newborn infant 
is a full-term, normal child, and is born without undue 
trauma or drug depression, there will be rapid upward 
adjustment of its blood oxygen saturation to normal 
adult levels. This adjustment to 95° and 96° oxygen 
saturation of the blood will occur within 15 minutes 
after delivery if no general anesthesia or analgesia is used 
and if the child is born from a normal spontaneous de- 
livery at term. This does not mean that general anesthetic 
and analgesic agents should not be used in obstetrics. 
It means that there is some risk involved and that the 
anesthetic should be properly chosen, timed, and ad- 
ministered so as to balance the added risk. 


FETAL MORTALITY CHARGEABLE TO ANESTHESIA 
AND ANALGESIA 

The infant death rate associated with anesthesia and 
analgesia has been extensively studied by the city of 
Chicago health department under the leadership of 
Bundesen, Potter, and others.’ The following tabulation 
from their publication is important because it shows the 
increased fetal mortality per thousand live births asso- 
ciated with the different maternal anesthetic and anal- 


gesic agents. 
No anesthesia i7 
Local and regiona! 
Barbiturate. ' 
Ether 
Ethylene ane nitrous Oxide 
Nitrots Oxide 
(yelopropane lol 
Chioroform 
Cther and unknown 


I particularly wish to emphasize the role of cyclopropane 
anesthesia in obstetrics as it appears in this tabulation. 
It is the feeling of most physicians that since cyclopro- 
pane is administered with such a large percentage of 
oxygen it is a relatively safe anesthetic agent in obstetrics. 
Chicago's experience and my own experimental work 
is contrary to this supposition. 

The normal obstetric patient delivered by a good ob- 
stetrician can take almost any of the anesthetic and anal- 
gesic agents in reasonable amounts, by which is meant 
no more than 10 to 12 minutes of terminal general anes- 
thesia before termination of the second stage of labor. 
It is to be remembered that the anesthetic agents add their 
adverse effect to the already present action of analgesic 
drugs. Analgesia without anesthesia or anesthesia with- 
out analgesia is much safer than a combination of the 
two. When a delivery is complicated by major operative 
obstetrics or major complications of pregnancy, the 
dangers of anesthesia and analgesia are multiplied many 


times. It is my feeling that in the delivery of premature 
infants or twins, in breech presentations and difficult 
forceps operations, and for patients whose labor is com- 
plicated by toxemia or hemorrhage no general anesthesia 
or analgesia should be given. 


TRICHLORETHYLENE ANALGESIA COMBINED WITH 
LOCAL ANESTHESIA 

Our clinic’s present most popular method for pain re- 
lief in labor is the use of meperidine (Demerol) hydro- 
chloride, 100 mg., and scopolamine, 0.4 mg., combined 
with the inhalation of trichlorethylene for analgesia. 
When the patient is definitely in labor a preliminary dose 
of meperidine hydrochloride and scopolamine is admin- 
istered intramuscularly. If the patient ts uncomfortable 
this may be repeated in two to three hours. We have found 
administration of 0.86 to 1% trichlorethylene, by the 
patient, to be a satisfactory form of analgesia for the un- 
comfortable period of the first stage of labor and for the 
second stage of labor. The delivery phase and episi- 
otomy are performed after the administration of pudendal 
block anesthesia with 1% procaine solution. Trichlor- 
ethylene is such a volatile agent that it has very little 
opportunity to depress the child. We have found that the 
oxygen saturation of the infant's blood has not been af- 
fected by trichlorethylene analgesia self-administered by 
the mother during the late parts of labor." The oxygen 
measurements of the infant's capillary blood have been 
readily correlated with clinical findings in that there have 
been no depressed infants and no complications induced 
in the mother. 


SPINAL AND CAUDAL ANESTHESIA 

Spinal and caudal anesthesia, if all goes well, are ex- 
tremely satisfactory agents for relief of labor and delivery 
pain, since there is no depression of the fetus and the re- 
laxation of the soft parts of the mother are an additional 
benefit to the child. There are several well-known con- 
traindications to caudal and spinal anesthesia, and there 
are some maternal complications that may be precipitated 
even in the best of hands. The more familiar a physician 
is with the use of these agents, the less frequent will be 
the serious complications. Severe states of hypotension 
that may occur in the presence of spinal anesthesia can 
be dangerous for the fetus. If the maternal blood pressure 
remains below 60 mm. Hg for as long as 5 or 10 minutes, 
the flow of maternal blood to the placenta becomes 
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quiescent and there is insufficient exchange of gases over 
the placental membrane. This leads to anoxia and death 
of the fetus. Caudal anesthesia is an excellent agent for 
the conduct of premature labor and delivery and is proba- 
bly ideal for this purpose if the anesthetist has adequate 
experience and lends proper attention to the details and 
pitfalls of the procedure. 


OTHER GENERAL ANESTHETICS 

The careful administration of ether, cyclopropane, 
nitrous oxide, or thiopental (Pentothal) sodium for pe- 
riods no longer than 10 to 12 minutes at the termination 
of the second stage of labor leads to no serious differ- 
ence in average oxygen saturation of the infant's blood 
at birth or at one hour when compared to that of infants 
born after pudendal or saddle block anesthesia. Never- 
theless, the blood of a significantly higher percentage of 
infants reaches saturations above 90% at one hour when 
regional anesthesia is used than when the general anes- 
thetics are used.* In our studies no infants required re- 
suscitation after regional anesthesia, as compared with 
from 10 to 60% who did after the various general anes- 
thetics. 

Since maternal general anesthesia, given for relatively 
short periods at the termination of the second stage of 
labor, tends to prevent the early attainment of normal 
blood oxygen saturation levels in a significant propor- 
tion of newborn infants, prolonged general anesthesia 
for delivery should be avoided. Some form of regional 
anesthesia should be used for deliveries that are compli- 
cated by prematurity, placenta previa, obstetric trauma, 
placental separation, toxemia of pregnancy, or compres- 
sion of the umbilical cord, since infants delivered under 
such difficulties are already candidates for anoxia. 


SPECIAL PROBLEMS OF PREMATURE INFANTS 

The premature infant has certain innate physiological 
and anatomic handicaps that make it imperative that gen- 
eral anesthesia and general analgesia be withheld during 
labor and delivery. The reason for this has been demon- 
strated by studies of blood oxygen saturation values in 
newborn premature infants. Measurements made during 
the first hours of life reveal that premature infants are 
unable to reach adult levels of blood oxygen saturation 
as consistently and as early as full-term infants *; there- 
fore, no drugs or agents that are known to slow the rise 
of blood oxygen levels from fetal levels to extrauterine 
levels should be used. 

Work by Mali and Raihi * reminds us of the anatomic 
inadequacies of the premature infant, in that immature 
pulmonary and medulla development make proper oxy- 
genation of the newborn premature infant difficult. These 


4. Taylor, E. S; Scou, W. C., and Govan, C. Dx Studies of Blood 
Oxygen Saturation and Causes of Death in Premature Infants, Am. J. 
Obst. & Gynec. @2: 764-777, 1951. 

Mali, A. M., amd Raith’, C. E.: Vergleich zwischen dem Kapil- 
larmnetz des Fruhgeborenen und dem des reifen Kindes und iiber die 
Bedeutung des unentwickelten Kapillarnetzes bei der Entstehung gewisser 
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authors demonstrated in a striking manner the 

sive enrichment of the vascular supply of the medulla of 
infants as it parallels maturity and birth weight. Klemola ° 
studied the anatomic maturity of lung tissues of infants 
and demonstrated the meager vascular bed in the lungs 
of premature infants as compared to the more highly 
developed pulmonary vascular bed of the full-term in- 
fant. This may in part explain the relatively low oxgen 
saturation of the blood in many premature infants after 
one hour of life. Klemola also demonstrated a similar 
poverty in elastic tissue in the lungs of premature infants 
when compared to pulmonary elastic tissue structure in 
the full-term infant. In addition to an immature medulla 
and underdeveloped pulmonary structures, the premature 
infant often has inadequate thoracic musculature for 
proper respiratory function. 

We have not measured the effect of general anesthesia 
on the ability of the premature infant to oxygenate the 
blood during the neonatal period. Our studies on the ef- 
fect of maternal general anesthesia on normal full-term 
infants have been reported elsewhere.* It was found that 
maternal general anesthesia, even when given in small 
amounts, caused some depression of blood oxygenation 
in normal full-term infants. It did not seem wise to re- 
peat the same experiment in the delivery of premature 
infants since even greater depression of infant oxygena- 
tion might be expected. With the use of regional or local 
anesthesia for premature deliveries, the neonatal mor- 
tality rate at the University of Colorado for premature 
infants weighing from 1,000 to 2,500 gm. has been 8.8% . 


ANESTHESIA FOR CESAREAN SECTION 

Until 1946 essentially all cesarean sections done at the 
University of Colorado were performed with the patient 
under inhalation anesthesia. Over the past eight years, 
96% of the cesarean sections have been performed with 
the patient under spinal anesthesia or under local anes- 
thesia followed by thiopental sodium or cyclopropane 
after delivery of the child. While there have been many 
advances in medicine to account for the improved fetal 
mortality rates associated with cesarean section, we 
believe that the use of local or regional anesthesia in- 
stead of general anesthesia has been of first importance. 
In the five year period previous to 1946 the fetal mor- 
tality from cesarean section was 19%. During the next 
five year period the fetal mortality from cesarean section 
was 8%." It is our belief that the abrupt change in fetal 
mortality can be largely credited to the use of regional 
and local anesthesia for cesarean section instead of gen- 
eral anesthesia. 

It is fundamental that barbiturates, morphine, mor- 
phine-like products, and meperidine hydrochloride be 
withheld from the patient previous to cesarean section. 
When general anesthesia was used for cesarean section 
it was not uncommon for the mother to receive 15 to 20 
minutes of general anesthesia before delivery of the child. 
The stupor and anoxia of the child born from cesarean 
section done with the mother under general anesthesia 
can easily be accounted for and can just as easily be 
avoided. Local or regional anesthesia is especially indi- 
cated when the cesarean section is done for hemorrhagic 
conditions of pregnancy, toxemia, or prolapse of cord. 
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SUMMARY AND CONCLUSIONS 
The newborn full-term or premature infant is required 
to make important adjustments in oxygen relationships 
in the first 15 minutes of life. Since if these adjustments 
cannot be made the infant will not survive, the first 15 
minutes are the most important of the whole life span. 
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Anesthesia and analgesia if wrongly used can seriously 
interfere with the necessary physiological changes. Ob- 
stetricians are in a most advantageous position to reduce 
fetal mortality through the proper use of anesthesia and 
analgesia. 
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REHABILITATION CENTERS 


PLANNING, ADMINISTRATION, PERSONNEL, FINANCE 


Ralph E. Worden, M.D., Columbus, Ohio 


“A rehabilitation center is a facility which assumes 
responsibility for evaluating the needs and capacities of 
disabled persons and for providing appropriate individ- 
ualized services of a medical, psycho-social and voca- 
tional nature. The services are substantial and intensive 
and are integrated with each other and with other services 
in the community.”' This definition was submitted by 
the committee on standards of the National Conference 
on Rehabilitation Centers. There are only a few rehabil- 
itation centers in the United States with services devel- 
oped adequately to meet these standards. Recently the 
President of the United States in his State of the Union 
message pointed out the need for rehabilitation services 
to the disabled person. The number of disabled persons 
in the United States needing rehabilitation services is 
not known, but there is sufficient evidence to show that 
the number is in the millions.* The median age of our 
population is increasing. Disabilities from chronic dis- 
ease and injury are becoming so great in number that 
the economic burden of public dependency will be over- 
whelming. The answer to this problem lies in the devel- 
opment of additional rehabilitation services. We are only 
now beginning to appreciate the capacity of the handi- 
capped person to respond to comprehensive rehabilita- 
tion efforts. 


FACILITIES IN THE UNITED STATES 

In 1947, the Baruch committee listed 20 facilities in 
the United States that provided various types of rehabil- 
itation services.’ In their 1948-1949 report, 87 addi- 
tional facilities were added to the list, which represented 
a rapid development in the field of cerebral palsy treat- 
ment.‘ In 1947 the New York Times published a 
directory with a listing of 252 agencies, organizations, 
and centers concerned with rehabilitation and services to 
the handicapped and disabled in the United States and 
its possessions. The rapid expansion of rehabilitation 
services for the disabled has resulted in a lush growth of 
ideas. The tendency is for each group to develop its own 
methods for solving the problems of the disabled. This 
resulted in the development of many varieties of rehabil- 
itation programs, each with its own special interests and 
techniques. Many of these programs were prepared to 
solve only a fragment of the problems that a disabled 
person actually faces. 

It becomes evident that a great deal could be learned 
by pooling the knowledge thus far obtained by the indi- 
vidual groups and by making this knowledge available to 


all in the field of rehabilitation. In December, 1952, the 
Federal Office of Vocational Rehabilitation and the 
National Society for Crippled Children and Adults spon- 
sored a national conference on rehabilitation centers. 
Preparatory to this conference, detailed questionnaires 
were sent to the majority of the rehabilitation centers in 
this country. Thirty centers answered, providing more 
specific information concerning centers in the United 
States than had been published up to this time. It is far 
from complete but is representative of services as they 
now exist. 
PLANNING 


It is unrealistic to think in terms of identical planning 
for all rehabilitation centers; they all do not need the 
same services, nor should each center be expected to care 
for all types of disabilities. In fact, the problems would 
become enormous if such an attempt were made. From 
the personnel standpoint, the extent of specialization 
necessary would be extreme. Separate facilities and 
equipment would be necessary in many instances. The 
prejudices in the ranks of the disabled also must be con- 
sidered. For instance, the hard-of-hearing often do not 
care to socialize with the blind. The tuberculous, cere- 
bral-palsied, epileptic, paraplegic, amputee, and the 
scarred-burned patient frequently have qualities that are 
disturbing to other patients. This enforces the desire to 
work within their own groups. The problems of the dis- 
abled child and the disabled adult differ widely, and the 
former introduces the problem of parental attitudes. It 
is sound planning, however, to include in the center all 
of the services, facilities, and personnel necessary to meet 
the needs of the type of handicapped person being 


Read before the Section on Physical Medicine and Rehabilitation at 
the 10%rd Annual Meeting of the American Medical Association, San 
Francisco, June 22, 1954. 

Director of the Ohio State University Rehabilitation Center and of the 
Department of Physical Medicine and Rehabilitation, Children’s Hospital. 

1. Report of the Committee on Standards, read before the National 
Conference on Rehabilitation Centers, Miami, Fia., Oct., 1953. 

2. National Health Survey: An Estimate of the Amount of Disabling 
Iliness in the Country as a Whole, 1935-36, Bulletin 1, Division of Public 
Health Methods, National Institutes of Health, United States Public 
Health Service, 1938. Goulding, A. M.: The National Health Survey in 
the United States: Review of Reports of Survey of 1935-36 as Issued 
United States Public Health Service, Canadian Pub. Health J. 28: 419- 
421 (Aug) 1938. Report of the Task Force on the Handicapped, J. 
Rehabilitation 48:2 (March) 1952. 

4. Report of the Baruch Committee on Physical Medicine for the 
Period of January 1, 1947 to December 31, 1947, New York. 

4. Report of the Baruch Committee on Physical Medicine for the 
Period of January 1, 1948 to June M), 1949, Chicago. 

5S. Rusk, Howard A., and Taylor, Eugene J: A Directory of Agencies 
and Organizations Concerned with Rehabilitation and Services to the 
Handicapped, New York Times, 1947. 


1484 REHABILITATION CENTERS—WORDEN 
treated. The staff must be able to make a complete reha- 
bilitation diagnosis. They must have a clear picture of 
the actual problems a patient faces, not a diagnosis of a 
fragment of his problems. The successful approach to his 
medical, social, psychological, vocational, and economic 
problems is contingent on the interpretation of these 
interdependent needs by the center staff and the com- 
munity. 

In the early planning of a rehabilitation center three 
basic questions should be answered: What are the reha- 
bilitation needs of the community? What are the present 
available facilities? What is the strategic starting point 
for meeting those needs that appear unmet? A commu- 
nity survey will reveal the needs of the disabled; the 
agencies and organizations serving the disabled; the 
capacities of the facilities in operation that provide 
counseling, family assistance, physical restoration, voca- 
tional training, and job placement; and what trained per- 
sonnel are available for rehabilitation. If a rehabilitation 
center seems indicated, a careful, detailed pian of oper- 
ation should be prepared. The plan should include meth- 
ods for integrating the services in the center and in the 
community, administrative policies, services, staff, job 
descriptions and qualifications, admission and discharge 
policies, and budget.” 

Present-day trends in rehabilitation have led to the 
development of the following broad areas that should be 
included in a rehabilitation center: administration, com- 
posed of a board, director, and administrator, medical 
services, concerned with physical and mental evaluation, 
medical supervision of therapy and the prevention of 
pathological sequelae, physical therapy, occupational 
therapy, medically directed recreation, speech and hear- 
ing therapy, and prosthetics; social service, concerned 
with family counseling aimed at acceptance of and ad- 
justment to disability and nonmedically directed recre- 
ation; psychological services, concerned with testing of a 
clinical, educational, and vocational nature; educational 
services in which general academic and prevocational 
testing and counseling are used; vocational services, con- 
cerned with work try-out, prevocational and vocational 
testing and counseling, and training and placement, fol- 
low-up of the patient; and research and special studies.’ 

ADMINISTRATION 

The administrative director should be responsible to 
a strong board that is representative of the community 
and in a position both to interpret the policy of the center 
to the community and to protect him from pressures and 
other influences that do not represent the considered will 
and judgment of the community. A rehabilitation ad- 
visory committee can be helpful for further liaison with 
the community. The members should represent various 
interest groups, such as local medical societies, commu- 
nity industry, social agencies, labor, and churches. An 
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admission screening committee within the center should 
include representatives from all the major services. A 
screening committee whose members are other than the 
center staff and who have the authority to admit or defer 
patients may be helpful to the staff from all the above- 
mentioned points of view. 

It is interesting to note the variety of qualifications 
found in the administrative directors of cach of the 30 
centers responding to the questionnaire. Eleven directors 
were listed as having had an administrative background. 
Two were physical therapists, while one was an occupa- 
tional therapist. Three were listed simply as therapists. 
Two of the directors had social service experience, and 
two had vocational rehabilitation experience. Nine phy- 
sicians were designated the official head of the rehabilita- 
tion center, of whom six were specialists in physical 
medicine and rehabilitation and one in surgery; two had 
no indicated specialty. In addition to an administrator 
or a director, 14 centers listed medical directors with 
specialties as follows: physical medicine and rehabilita- 
tion, six; orthopedics, four; physical medicine and reha- 
bilitation and orthopedics, one; tuberculosis, one; and 
internal medicine, one. One center listed two medical 
directors, one in physical medicine and rehabilitation 
and the other in orthopedics. In five instances in which 
physicians were listed as directors, medical directors were 
also listed. In two other centers, the director and the 
medical director were the same person. 

For medical supervision of the treatment program, 12 
centers relied entirely on the referring physician. The 
medical directors of six centers were on a part-time basis, 
spending from 1 to 10 hours a week at the center. The 
duties of one of these six medical directors did not in- 
clude supervision of therapy. If the administrator is not 
a physician, the appointment of a medical director is 
recommended. Even in the smaller centers with a light, 
dispersed case load, either the medical director or the 
staff physician should supervise the physical rehabilita- 
tion program and be available to answer the many med- 
ical problems that arise. 


QUALIFICATIONS OF PERSONNEL 

The board of directors should be made up of lay and 
professional members who have been well oriented in the 
scope of rehabilitation and have faith in its value. Their 
abilities in business and professional skills will contribute 
to the soundness of the program if they are community 
minded. A clear understanding of the following basic 
rehabilitation concepts is necessary for successful direc- 
torship of a rehabilitation center. The term disability 
means a physical or mental defect that can be identified 
by the physician. Treatment methods can usually be pre- 
scribed to reduce its severity. A disability is primarily a 
medical problem. If secondary barriers of a psycholog- 
ical, social, vocational, and economic nature are created 
in a person by the disability he then becomes handi- 
capped.” The problems are no longer entirely medical 
and must be approached through the cooperative effort 
of a rehabilitation team. 

It becomes evident that the director's responsibility 
for integrating all the services in the rehabilitation center 
requires in him a strong conviction that the entire reha- 
bilitation process must focus on the patient. The pro- 
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fessional education of a physician should strengthen this 
conviction; however, the academic preparation should 
be one that contributes to his understanding of human 
behavior and the process of community effort. The direc- 
tor should have enough experience to demonstrate the 
successful application of his knowledge. Less tangible 
qualifications include emotional maturity, a democratic 
and permissive attitude, a warm, outgoing personality, 
and a broad perspective that will enable him to make the 
best use of medical skills in the approach to a complex 
human problem. A physician may be a good director; 
however, his academic background was not intended to 
make him an administrator. Administrative assistance 
is recommended in many instances. If the director is a 
physician, it is highly desirable that additional capable 
direction be provided for the nonmedical services. 

Except for the type of professional education, the 
basic qualifications for an administrative director listed 
above are also fundamental qualifications for the reha- 
bilitation counselor and the social worker. The other staff 
members should possess, in addition to their professional 
skills, a basic understanding of human motivation and 
an awareness of other community resources. If the staff 
is small, it follows that each member will necessarily have 
to have a broader preparation. Once a center has been 
established, its success will depend on its ability to inte- 
grate its services within the community and within itself. 
There must be an atmosphere that makes it possible for 
the individual staff members to make the optimum use 
of their professional knowledge and personal qualifica- 
tions. Each staff member should like to work with people 
and be sensitive to and understand their behavior. The 
staff member's attitudes must foster a democratic and 
permissive atmosphere, which will in turn bring a sense 
of unity to their approach to the patient and his prob- 
lems. 

INTEGRATION OF SERVICES 

It must be remembered that a rehabilitation center 
has a number of different services under one manage- 
ment and in turn represents only one of a number of 
community resources. The important question should 
be: How are these services brought together into a pat- 
tern of unity? The following questions are offered as a 
check list to help staff personnel evaluate the integration 
phase of a rehabilitation program °: 

1. Do you have in your files, readily accessible, current in- 
formation about the policies and programs of agencies that 
might render services to those who come to you for aid? Is this 
information readily available to members of your staff” 

2. Do you make a point of providing other agencies with 
current information about your objectives, your services, your 
changes in policies or programs? 

3. Have you recently reviewed the objectives and services of 
your agency in relation to current community resources and 


4. How much face to face conversation have you had re- 
cently with organized groups—a community council, for in- 
stance—and with individuals, to discuss integration and common 
problems? 

5. Do you think your board and staff members are making 
a real effort to explain the objectives and services of the center 
to outsiders, including the medical profession” 

6. To what degree do you depend on the members of your 
board to assist the integration of your center into community 
resources” 
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7. Taking a representative group of cases, can you honestly 
say that other community resources have been used to the fullest 
extent and best advantage in effecting the patient's rehabilita- 
tion? 

8. Taking another representative group of cases, what have 
you done for the patient who has been disapproved for admis- 
sion to your center to help him on his way to a resource that 
he needs? Do you think you have done everything possible to 
make his experience with you constructive rather than destruc- 
tive, even though there may be no resource to meet his par- 
ticular needs? 

9%. Do you have an adequate follow-up procedure by which 
the integration of services to your patients is evaluated” 

10. What steps are you taking to cultivate a democratic and 
permissive atmosphere in your center for both patients and staff” 

li. Do you distribute to your staff specific definitions of 
personnel functions and inter-relationships” 

12. Do you provide the new patient with the printed descrip- 
tion of all your services’ 

13. When does the patient have a chance to speak for him- 
self in making his rehabilitation plan’ 

14. How far can you rely on your individual case record to 
give you current information from all departments” 

1S. From the case record do you think that you have a clear 
picture of the patient's total need and the progress that is being 
made to meet it” 

16. Are you enlisting the help and support of your profes- 
sional consultants, the referral source and the patient's family 
in planning the patient's rehabilitation” 

17. How often are you invited to contribute your ideas to 
other civic or community problems or projects” 

18. Does the person who is given responsibility for the inte- 
gration of the patient's program review periodically the patient's 
progress and problems with other staff members’ Does such a 
review result in joint planning’ 

19. How familiar are you with the sources of and training 
facilities for qualified personnel? 

20. What are you doing in your center to expand and improve 
professional training? 

21. Do you feel that your center is contributing to the growth 
of professional knowledge in the field of rehabilitation? 

FINANCES 

In any discussion of the establishment of rehabilitation 
services, one should candidly express his concern for a 
problem that is present on the horizon. Public welfare 
funds are rarely released for rehabilitation; they are pro- 
vided for emergency, not elective medical care. Severe 
disabilities usually result in depleted funds before re- 
habilitation is started, in which case only the few can af- 
ford it. Most of us are medically indigent when it comes 
to long-term care. The Veterans Administration, the 
Federal Office of Vocational Rehabilitation, and such 
agencies as the National Foundation for Infantile Paraly- 
sis and the National Society for Crippled Children and 
Adults are tremendously helpful, but these organiza- 
tions can buy only a small percentage of the total need. 
Therefore, even if adequate rehabilitation services were 
established, the services would be beyond the financial 
reach of the majority of the rehabilitable persons. 

The President of the United States is recommending 
that the annual federal investment in rehabilitation be 
increased from the present 23 million dollars to 60 mil- 
lion dollars by 1959. Funds will be made available to 
individual states if they in turn match the amount 
granted. The funds are to be used to assist states in es- 
tablishing rehabilitation facilities, diagnostic and treat- 
ment centers, chronic illness hospitals, and nursing 
homes. It is intended that additional funds will be appro- 
priated for actual rehabilitation services and that the 
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categories of persons eligible for these services is to be 
broadened. This may prove to be a stimulating and help- 
ful “shot-in-the-arm” for rehabilitation; however, if 
Uncle Sam is going to assume a major role in the rehabili- 
tation of the millions of handicapped, the job will soon 
become so tremendous that the taxpayer will surely resist. 

Actually, financial resources for establishing rehabili- 
tation services are available in every community.’ The 
secret of obtaining these funds is to know what you want 
and to be able to sell it. The community survey of needs 
and a plan of operation are two objective tools that will 
strengthen any approach for funds. A few sources of 
funds include: service clubs, welfare foundations, asso- 
ciations, leagues and societies, the National Society for 
Crippled Children and Adults, insurance companies, 
unions, community chests, legacies, and philanthropy. 
If community leadership can be convinced of the validity 
of the rehabilitation program and its purposes, a sound 
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and substantial rehabilitation program can begin with 
the most meager facilities and limited funds. If there is 
not adequate interpretation and acceptance locally, no 
amount of outside funds will be adequate to finance a 
rehabilitation program. 
SUMMARY 

There are only a few rehabilitation centers in the 
United States with services developed adequately to 
meet the standards as defined by the National Conference 
on Rehabilitation Centers, and many more are needed. 
In planning a rehabilitation center, it is important that 
there be a previous community survey and a plan of 
operation. When adequate rehabilitation services are es- 
tablished in a community, the — of adequate funds 
to buy the services becomes critical 


Ohio State University Rehabilitation Center (10). 


% Report of the Committce on Finances, read before the 
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LONG-TERM FOLLOW-UP OF PATIENTS WHO RECEIVED 10,098 
SPINAL ANESTHETICS 


FAILURE TO DISCOVER MAJOR NEUROLOGICAL SEQUELAE 


Robert D. Dripps, M.D. 
and 


Leroy D. Vandam, M.D., Philadelphia 


In anesthesiology there is a continuing healthy criti- 
cism of the agents and techniques used to achieve prac- 
tical and safe conditions for surgical operations. This 
criticism arises both from within the ranks of the specialty 
and from outside. Hardly a drug or method is free of 
major disadvantages. Recent reports have described 
what seems to be an increasing incidence of cardiac arrest 
under anesthesia.’ General anesthesia and particularly 
the employment of multiple agents have been blamed in 
part for this increased mortality. We hear that ether is 
not the safe agent it once was thought to be * and that 
curare may possess an inherent toxicity.” Spinal anes- 
thesia, an anesthetic technique with great advantages for 
the patient, surgeon, and anesthetist, is relatively free 
from the criticism of toxicity and the mortality associated 
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with general anesthesia; on the other hand, the great haz- 
ard of spinal anesthesia in the minds of both physician 
and patient is the possibility of persisting paralysis after 
the anesthetic effects should have disappeared.‘ If, as 
many believe, spinal anesthesia has merits lacking in the 
other techniques, this problem of neurological sequelae 
must be placed in its proper perspective. We should 
know the incidence and severity of residual neurological 
disease, the factors contributing to these complications, 
and how best to prevent these effects or to minimize them 
when once they have appeared. 

During the four year period from 1948 to 1951 every 
person who was given spinal anesthesia at the Hospital 
of the University of Pennsylvania was studied 
to a prearranged plan. A total of 8,460 patients given 
10,098 spinal anesthetics was available for study. The 
incidents associated with lumbar puncture, the anesthetic 
employed, and the immediate and postoperative effects 
were consistently and carefully recorded. During the 
hospital stay the patients were seen almost daily by the 
anesthetist concerned or a trained nurse. Questions were 
asked that could lead to the early discovery of the types 
of neurological disease alleged to result from spinal anes- 
thesia. Before leaving the hospital all patients were told 
to expect, and were requested to reply to, a brief ques- 
tionnaire that would be mailed to them within six months. 
The advantage of the immediate phase of this study was 
that all of the facts about the technique of administration 
of spinal anesthesia, the details of the operation, and the 
immediate postoperative effects could be gathered in sig- 
nificant numbers in one institution where the habits of 
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the anesthetists were known. This intensified search for 
suspicious symptoms in all probability increased the 
number of symptoms and invited extraneous complaints, 
but it alone could serve to uncover the neurological dis- 
ease we were looking for, which ordinarily might have 
passed undetected. Support for this contention comes 
from one answer that we received: “After getting your 
letter I seem to think I am having after-effects.” A paral- 
lel study was conducted in the cases of 1,000 persons 
who were given general anesthesia for the same types of 
operations performed under spinal anesthesia in order to 
uncover those symptoms and signs that might be com- 
mon to the type of patient or to the operation performed. 
A smaller series consisting of 75 patients was given spinal 
anesthesia only after the induction of general anesthesia 
to rule out or assess those symptoms and signs that could 
arise purely on a psychic basis. 

In the delayed part of this study all of the patients 
were sent the following questionnaire six months after 
operation, with a letter explaining the purpose of the 
communication: “1. Would you choose this type of anes- 
thesia again? If not, why? 2. Has anything occurred 
since your discharge from the hospital which you believe 
may have been related to spinal anesthesia? 3. Do you 
feel perfectly well now?” If a patient receiving the ques- 
tionnaire six months after anesthesia returned the en- 
closed postal card marked “yes, no, yes,” we felt justified 
in stating that no neurological complications of spinal 
anesthesia had developed. All of those patients who 
supplied positive answers were called by telephone for 
further information. If the symptoms were alarming the 
patient was asked to come to the hospital for examina- 
tion. Not all of the patients replied to the questionnaire, 
nor did all appear who were requested to do so. Some 
patients reappeared in the hospital for other reasons, and 
information about others was obtained from physicians 
or relatives. Patients with suspicious symptoms discov- 
ered during their hospital stay were seen after a shorter 
interval of time than the main group, and all patients 
with definite disease were followed for a longer period 
of time thereafter. 

In order to evaluate the findings of this report, the 
type of patient for whom spinal anesthesia was chosen 
and the exact technique employed must be clearly de- 
picted. Previous studies have not always supplied this 
information. It may be said that the indications for 
choosing spinal anesthesia with relation to the patient's 
general condition were broader than in most other clinics. 
For example, in contrast to others we chose spinal anes- 
thesia for persons with cardiac or pulmonary disease, for 
the very aged, for patients with intestinal obstruction, 
for obese persons, or the “poor risk” whenever it was 
believed that the advantages of spinal anesthesia out- 
weighed the possible adverse effects of deep general 
anesthesia. Such adverse effects might be the pharmaco- 
logical influences on the heart, kidneys, liver, and central 
nervous system or merely be related to the technical 
problems posed by the habitus of the patient. Spinal 
anesthesia was given for any type of operation performed 
below the diaphragm. 

The patient was seen the night before operation in 
most cases and questioned about previous anesthetic ex- 
periences and for prior symptoms of neurological disease. 
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A good many patients expressed mild to serious objec- 
tions to the choice of spinal anesthesia. If it was believed 
that spinal anesthesia was the anesthetic of choice, the 
interviewing physician retained his right to the choice; 
on the other hand, if medical reasons and mild persuasion 
were not sufficient to overcome the patient's objections 
his wishes were rarely overridden. It was the policy not 
to administer spinal anesthesia to persons who had had 
a previous unsatisfactory experience with this method, 
to persons with neurological disease, quiescent or active, 
to persons who had suffered from backache, frequent 
headaches, or difficulties with the legs, or to persons in 
whom conditions in the back precluded asepsis or an 
atraumatic lumbar puncture. In several instances, de- 
spite these precautions, spinal anesthesia was given inad- 
vertently to persons with neurological disease. 

For the administration of the anesthetic, standard 
spinal trays with needles, syringes, pressor drug, and 
procaine for skin anesthesia were autoclaved, each as 
one unit. Prior care had been taken to free the equip- 
ment of contaminating substances such as alkali and de- 
tergents. Ampules of the anesthetic agents that could be 
autoclaved were packaged and added to the trays as 
needed. Ampules containing local anesthetics in the form 
of crystals and solutions of epinephrine 1:1,000 were 
stored in 70% isopropyl alcohol colored with methylene 
blue and placed on the trays, with care taken to avoid 
contaminating the other equipment. A grave disadvan- 
tage was that the sterilizing solution (chrysoidine in iso- 
propyl alcohol) for preparation of the back was poured 
into a receptacle on the tray. The patient was positioned 
on the operating table and his back was examined before 
the anesthetist donned his gloves, which were taken from 
the spinal tray. The hands were not scrubbed before- 
hand. All ampules were opened and syringes filled before 
the skin of the back was prepared over a wide area. 
After the skin antiseptic had dried a careful midline lum- 
bar puncture was made through a procaine skin wheal 
with a “no-touch” technique. The puncture was made 
below the level of the third lumbar vertebral interspace, 
observing for paresthesias and the appearance of a free 
flow of cerebrospinal fluid. If the fluid was blood stained, 
injection of the anesthetic was not made until the fluid 
had cleared. The anesthetic was never injected if pain 
or paresthesias were produced during the initial intro- 
duction of the fluid. When a pressor drug was given it 
was injected through the anesthetic skin wheal into the 
lateral sacrospinalis group of muscles before the lumbar 
puncture was made. A dressing was not applied to the 
back after the puncture needle was withdrawn. 


SCOPE OF STUDY 

In table 1 it can be seen that the total number of 
patients given spinal anesthesia was 8,460. These pa- 
tients received a total of 10,098 spinal anesthetics during 
the period of study. In the cases of patients who received 
more than one anesthetic, 821 anesthetics had been given 
at other institutions or at the Hospital of the University 
of Pennsylvania before this study was begun. The fact 
that 1,352 patients, or 15.9% of the total, were given 
spinal anesthetics more than once provided the oppor- 
tunity to assess this factor in relation to subsequent 
complications. 
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The ages and distribution according to sex of the pa- 
tients given spinal anesthesia and those given general 
anesthesia in the parallel study are listed in table 2. Age 
could be a significant factor in the development of seque- 
lae because of the presence of degenerative disease, while 
sex might play a part in the development of certain com- 
plaints such as backache. In both groups the operations 
performed were of the same nature. The gauges of 


Taste 1.—Administration of Spinal Anesthetics 


Spinal Anesthetics 


At U. of Pa. 
Spinal Hospital 
Anesthetics AtU. of Pa. Prior to 
No. of per Hospital 196s oF Total Spinal 
Patients Patient 1451 Flxewhere Anesthetics 
7,108 1 7.1 ” 7,108 
1145 2 1,70 2.2) 
lw la “7 
4 113 16 
1 7 1 6 7 
1 
6,460 9.277 (9%) 10,008 


needles used for lumbar puncture are listed in table 3; 
it is well known that the gauge of the needle can materi- 
ally affect the character and incidence of sequelae aris- 
ing after spinal anesthesia with regard to trauma to the 
tissues of the back and the meninges.’ The opening left 
in the meninges by a needle of large bore subsequently 
allows cerebrospinal fluid to escape. With a resultant 
lowering of cerebrospinal fluid pressure, postural head- 
ache and ocular and auditory difficulties may result. In 
the 839 instances in which a 16 gauge needle was em- 
ployed the implication is that a catheter or continuous 
technique of administering the spinal anesthetic was 
used. 


Taste 2.—Distribution According to Age and Sex of Patients 
Given Spinal Anesthesia and Patients Given General 
Anesthesia in Parallel Study (1948-1951) 


Spinal Anesthesia (reneral Auesthesia 


Age Fe. Fe 
Group Males Totals Males males Totals 
low 1,7 1s.7 7 i 47 
70-79... . 7? 3.2 2 4s 44 


The anesthetics employed are listed in table 4. It was 
considered important to study the possible effects of a 
variety of anesthetics to rule out the likelihood that one 
or another of the commonly used agents could produce 
sequelae purely on a chemical basis. The anesthetics 
used were divided into two categories as follows: with 
or without the addition of epinephrine to prolong the 
anesthetic effects, and with or without the addition of a 
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10% glucose solution to add weight to the anesthetic 
mixture. It was believed possible that prolongation of 
anesthesia might result in some form of permanent dam- 
age due to interference with circulation to the nerve fibers 
or on a chemical or irritative basis. The injection of 
glucose into the subarachnoid space has been criticized 
by some, and data on its safety are needed. 

After the administration of 8,699 spinal anesthetics, 
or 86°, patients were contacted at least six months after 
operation, 5,017 by mail, 1,809 by telephone, 1,616 
through personal examination by members of the anes- 
thesia department, and 207 through referring physicians, 
relatives, or clinics (table 5). Five hundred forty pa- 
tients, representing 845 administrations of anesthetic, 
were examined personally by us; a detailed history and 
the neurological examination were recorded for these. 
A consultant neurologist also examined those patients 
in whom suspicious findings were noted. 

If instances of postoperative death are included, the 
percentage of administrations of anesthetic about which 
information was obtained reaches 89%. The time of 
death after spinal anesthesia occurred at varying inter- 
vals; the deaths were not related to neurological com- 
plications of spinal anesthesia. Even in instances in 


Taste 3.—Gauee of Needles Used to Perform Lumbar Puncture, 
with Percentage of Headache Following Operation, 1948-1951 


Spinal 
Anesthetics 

No. ° (%) 

7 6 

Total... 9,277 


which patients did not reply to our questionnaire, infor- 
mation for the immediate postoperative period was avail- 
able. Further data up to six months were secured in some 
cases by examining outpatient records and consulting 
referring physicians. It is important to state that a de- 
layed follow-up of at least six months was obtained for 
all persons who evinced early suspicious signs or symp- 
toms and that causes of death were known in almost 
every instance. While one cannot exclude the develop- 
ment of neurological disease in those persons who were 
not contacted after at least six months, it may be assumed 
that few minor and fewer major sequelae arose in those 
groups of persons, for they would have had every reason 
to report evidence of disease. By the same token our 
experience indicates, and this is contrary to the opinion 
held by others,” that neurological disease does not de- 
velop after a latent period but that there is always evi- 
dence for it early in the postoperative period. 
RESULTS 

A series of analyses of the data obtained in this study 
is planned. The purpose of this paper, however, is to 
present data on the severe neurological complications of 
spinal anesthesia, which physicians and lay persons alike 
appear to believe are common; for example, Foster Ken- 
nedy wrote in 1950, “From a neurological point of view 
we give the opinion that spinal anesthesia should be rig- 
idly reserved for those patients unable to accept a local 
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or general anesthetic. Paralysis below the waist is too 
large a price for a patient to pay in order that the surgeon 
should have a fine, relaxed field.” * The sequela most 
feared is chronic progressive adhesive arachnoiditis, 
which we believe is a nonspecific pathological response 
to an intrathecal irritant. The ultimate effects of chronic 
progressive adhesive arachnoiditis are related to a reduc- 
tion of blood supply to the spinal cord. Transverse mye- 
litis has also been described. When this occurs, it would 
seem to be related more to destruction of neural tissue 
by the injected substance or to an intraspinal or intra- 
neural injection than to fibrosis resulting from an irritant. 
The end-results of either of these two processes can be 


Taste 4.—Local Anesthetics and Mixtures of Anesthetics 
Given for Spinal Anesthesia, 1948-1951 
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* Total number of anesthetics with dextrose, 7,133; without dextrose, 
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paralysis of the lower limbs, intestines, and bladder or 
involvement of the spinal cord and roots at higher levels. 
Sensory changes alone may occur; they obviously are less 
disturbing and incapacitating. 

After the 8,987 administrations of spinal anesthetic 
on which we were able to check after at least six months, 
there was only a single instance of incapacitating neuro- 
logical disease. Eventually this was proved to be due to 
a meningioma of the spinal cord that prior to spinal anes- 
thesia had caused no recognizable symptoms. As is well 
known, lumbar puncture, presumably by altering cere- 
brospinal fluid dynamics, may bring into the open such 
a quiescent lesion * Symptoms began at once in this pa- 
tient but were incorrectly attributed to the anesthetic. 
Myelography was avoided because an arachnoiditis was 
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suspected; such a study was eventually carried out, how- 
ever, the proper diagnosis was made, and the tumor was 
removed. This patient has recovered completely. This 
case can hardly be used as an argument against spinal 
anesthesia. Indeed it should serve as a warning to those 
physicians who are eager to attribute all postoperative 
complications to spinal anesthesia; had this patient not 
received spinal anesthesia, a correct diagnosis would 
have been reached many months earlier, in all prob- 
ability. 

There were no instances of adhesive arachnoiditis, 
the so-called cauda equina syndrome, or transverse mye- 
litis; nor was there any evidence of a septic process in the 
meninges or epidural region. Numerically, headache 
constituted the most common sequela to spinal anes- 
thesia. The incidence of postural headache was 9° in 
males and 15% in females, with an over-all incidence 
of 14°7. The incidence in the entire group according to 
size of needle used for lumbar puncture is given in table 
3. Evidence that postural headache is related to lumbar 
puncture and altered cerebrospinal fluid pressure is over- 
whelming.* In the series of patients who were given 


Taste $.—Duration of Follow-Up Period and Type of Patient 
Contact After Administration of 10,098 Spinal Anesthetics, 
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spinal anesthesia after they were put to sleep and who 
never knew that they had been given spinal anesthesia, 
the incidence of postural headache was identical to that 
in the larger series. This observation reduces the role of 
the psyche almost to the vanishing point. There were 
eight cases of abducens nerve palsy in the series, prob- 
ably all secondary to the greater cerebrospinal fluid los< 
associated with the use of a 16 gauge lumbar puncture 
needle. The headaches described by the patients receiv- 
ing general anesthesia were obviously different from 
those following spinal anesthesia in the majority of in- 
stances. 

In 66 administrations of spinal anesthetic, or 0.7°% , 
the patients subsequently experienced a feeling of numb- 
ness or tingling in the thighs, legs, feet, or perineum. 
Objectively, in 23 of these cases, diminution to the sen- 
sation of pinprick was demonstrated in the areas pointed 
out. In none of these patients were the symptoms or 
signs progressive, and the majority of complaints dis- 
appeared within one year. There were very few similar 
complaints in the general anesthetic series. Following 85 
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administrations of spinal anesthetics, or 0.9%, the pa- 
tients reported symptoms that, for want of a better term, 
we have called “irritative.” There were complaints of 
leg cramps and twisting, pulling, drawing, and twitching 
sensations in the lower extremities. These were unac- 
companied by neurological signs; most occurred within 
the first few days after operation; practically all sub- 
sided with time. Nine (0.9°% ) of the patients in the gen- 
eral anesthetic series had identical complaints. Twenty 
others of the general anesthetic series described leg pain 
of a more standard type. The following statements are 
quoted from the histories of some of the patients who 
had received general anesthesia: “After I went home 
I had a sore aching in my legs for two weeks”; “After 
operation my legs felt weak. I had pain in them and was 
not able to walk”; “Pain in right leg, unable to move leg.” 
Had these symptoms been described by patients to 
whom spinal anesthesia had been given, a cause and effect 
relationship would have been established in the minds 
of many. 

In two patients unilateral foot drop developed after 
spinal anesthesia, but in one patient in the general anes- 
thetic series the same sequela developed. In all the paral- 
ysis improved markedly within a year. One of the most 
disturbing groups of sequelae occurred as the result of 
traumatic lumbar puncture. In four patients severe back- 
ache with radiation of pain into the legs developed. 
Spasm of the back muscles was marked and quite trouble- 
some. In two of the four a spinal anesthetic was not in- 
jected into the subarachnoid; so the relationship to lum- 
bar puncture was convincing. All patients in this group 
improved greatly within 3 to 18 months. Postoperatively 
a number of patients complained of pain or numbness in 
the area at which a paresthesia had been elicited at the 
time of lumbar puncture; this could have been avoided 
by better technique. None of these complaints were per- 
manent. 

Nine patients with preexisting neurological disease not 
recognized prior to spinal anesthesia reported sequelae 
that might be related to the method selected. Three pa- 
tients with lumbar disk syndrome found their pain and 
subjective paresthesias increased. A patient with spondy- 
litis had a similar experience. One patient with a history 
of hemiparesis and bladder weakness six years before 
spinal anesthesia suffered a temporary return of difficulty 
in voiding following anesthesia. A patient with a history 
of encephalitis and leg weakness 10 years preoperatively 
noted a return of weakness in the legs for several weeks 
following spinal anesthesia. A girl with latent herpes 
zoster in the area of the lumbar spinal nerve roots was 
given spinal anesthesia for a mistaken diagnosis of acute 
appendicitis. Two weeks after the herpetic lesions ap- 
peared this patient complained of numbness in the ipsi- 
lateral leg; this numbness lasted for several months. 
A man with meralgia paresthetica prior to operation had 
a recurrence of pain and numbness of the thigh after an- 
esthesia. The final case was that of the patient with the 
spinal cord tumor, referred to previously. 


COMMENT 
This report concerns one of the largest series of ad- 
ministrations of spinal anesthetics reported from one in- 
stitution, where the patients were carefully chosen and 
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interviewed beforehand, the technique of administration 
and the anesthetics used were known, and the immediate 
and late effects were evaluated. The methods used to ob- 
tain the information presented in this article have un- 
doubtedly sensitized and prejudiced patients to the pos- 
sibility of developing neurological disease and have led 
them to attribute all of their complaints to spinal anes- 
thesia. This risk was accepted in an effort to discover 
any resultant disease. Because of the peculiar psycho- 
logical connotations of spinal anesthesia and the public 
and professional antipathy to this method it is believed 
that many symptoms were exaggerated far out of pro- 
portion to their significance. This was not the case when 
the same approach was made to ascertain the effects of 
general anesthesia. 

There were minor neurological sequelae of sufficient 
frequency and severity to suggest strongly a causal rela- 
tionship to spinal anesthesia. These included backache; 
pain and numbness in the buttocks, thighs, legs, and 
feet; and occasional instances of weakness in the leg 
muscles. The majority of these complaints were transient 
and disappeared completely with the passage of time. 
Some of the same sequelae were described by the pa- 
tients receiving general anesthesia, although the incidence 
and severity of neurological complaints tended to be 
less. Each of these entities will be described in detail in 
subsequent presentations. Space does not permit their 
consideration here. A good many of these findings could 
be related to the trauma of lumbar puncture and can be 
prevented or minimized by improvement in technique. 
The remainder suggest a relationship to the injection of 
the anesthetic solution into the subarachnoid space. The 
factors that lead to neurological disease insofar as the 
injection of the anesthetic solution is concerned have 
never been clucidated despite extensive animal experi- 
mentation and case analysis in human beings. We are 
convinced, however, on the basis of this study, that major 
neurological damage need not follow spinal anesthesia; 
we found none. It might be assumed by some that the 
sequelae that we have described as minor were fore- 
runners of more serious difficulties and that we were 
fortunate that such minor abnormalities did not de- 
velop into chronic, incapacitating lesions. Our experi- 
ence denies this; instead of progression, improvement 
was the rule. With the passage of time the majority of 
complaints disappeared or became of little consequence. 
Our data give no support to the belief that these com- 
plaints reflected minimal disturbances of a type that 
might progress, for example, to adhesive arachnoiditis 
or transverse myelitis. 

The reason for the relative freedom from the most 
serious neurological disease in this study probably has 
been the adoption of those precautions that have been 
repeatedly stated before. They are the careful selection 
of the patient for this type of anesthesia; the employment 
of a meticulous technique that, long before the anes- 
thetic is given, involves preparation in the way of cleans- 
ing and sterilizing equipment; choice of reputable phar- 
macological products; use of safe concentrations as the 
anesthetic mixture; and, finally, careful technique in per- 
forming lumbar puncture and injecting the anesthetic. 
We feel that there is room for improvement in the tech- 
nique that has been used in this study. 
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CONCLUSIONS 

Anesthesia of any type places a stress on the patient. 
A price is exacted for the pain relief and improved sur- 
gical working conditions that are provided during opera- 
tion. Continuing efforts must be made to compare anes- 
thetic agents and techniques so that this price can be 
assessed. Our experience indicates that the mortality 
rate following spinal anesthesia is lower than that re- 
corded after general anesthesia in comparable patients 
undergoing comparable types of operations. Similar ob- 
servations are made in the current analysis of deaths as- 
sociated with anesthesia reported by Todd and Beecher.’ 
The most vociferous objection to spinal anesthesia comes 
from those who believe that chronic, incapacitating neu- 
rological disease occurs with sufficient frequency after 
spinal anesthesia to make its use unjustified except in 
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rare instances. It is not scientific thinking always to at- 
tribute to the anesthetic a neurological complaint arising 
in a patient who has had spinal anesthesia. Other diag- 
nostic possibilities must be kept in mind constantly lest 
specific therapy be withheld because of an error in diag- 
nosis. Physicians appear prone to assume a cause and 
effect relationship between spinal anesthesia and a vari- 
ety of complaints, sometimes appearing years after the 
anesthesia. This attitude is not objective, nor is it justified 
on the basis of available data. Some have taken the posi- 
tion that spinal anesthesia will soon be “of historic in- 
terest only.” The results of this long-term study do not 
support such a position; they even suggest the possibility 
that such an attitude might deprive the patient of a safer 
method of anesthesia. 


3400 Spruce St. (4) (Dr. Dripps). 


TREATMENT OF POLYCYTHEMIA VERA WITH DARAPRIM 
Raphael Isaacs, M.D., Chicago 


Daraprim py- 
rimidine], or pyrimethamine, is used as an antimalarial 
drug. It has characteristics of the antifolic and anti- 
folinic acid group of substances.’ In a symposium on 
Daraprim,’ the essential features of the chemistry, phar- 
macology, and toxicity were reviewed. Injections into 
dogs caused reactions similar to those produced by 
Aminopterin (4-aminopteroylglutamic acid), and a re- 
versible “megaloblastic” transformation of the bone 
marrow was noted, with lowering of the number of red 
and white blood cells in the peripheral circulation. When 
the drug was used in therapeutic doses, in the treatment 
of malaria, no change in the blood cell count was noted.* 

This paper discusses the effect of Daraprim in the 
treatment of patients with polycythemia vera. A dose of 
25 mg. was given daily to six patients. Three reactions 
were noted: an orderly reduction in the number of red 
blood cells, no marked changes in the number of leuko- 
cytes or platelets, and an amelioration of the symptoms 
associated with polycythemia vera. Each patient was 
given 25 mg. of Daraprim once daily, after breakfast, 
until the red blood cell count approached 4,500,000 to 
5,000,000 per cubic millimeter. At this point the dosage 
was continued indefinitely unless the red blood cell count 
continued to fall. Then the dose was reduced to 12.5 mg. 
(one-half tablet) daily, or, if the fall was rapid, the medi- 
cation was discontinued until recovery from the excessive 
fall was evident. There were no special dietary restric- 
tions. Theoretically, a diet rich in substances containing 
folic acid would inhibit effectiveness of the drug to some 
degree, but in actual practice this was not the case. 


REPORT OF CASES 


Case 1.—A 68-year-old woman with polycythemia had been 
treated for 10 years before Daraprim was administered. Her 
red blood cell count had reached 9,450,000 per cubic millimeter. 
The patient had been treated with radioactive phosphorus on 
three occasions, without much lasting benefit, and her red blood 
cell count had been maintained at a level of over 6,000,000 per 
cubic millimeter by venesection. The changes in blood com- 
position after Daraprim therapy are given in table 1. 


Cast 2.—A 5S5S-year-old woman had been under observation 
for nine months before treatment with Daraprim was started. 
Her red blood cell count had been kept between 6,110,000 and 
5,310,000 per cubic millimeter with repeated venesection. She 
had had one injection of radioactive phosphorus and 33 x-ray 
treatments over the ribs prior to Daraprim therapy. When 
Daraprim therapy was started, the red blood cell count was 
6,790,000 per cubic millimeter, the white blood cell count 26,600 
per cubic millimeter, and the hemoglobin level 12.8 gm. per 
100 cc. During the next 40 weeks, the patient received one dose 
daily of 25 mg. of Daraprim. The red blood cell count dropped 
to 5,200,000 per cubic millimeter and varied from about 
$,800,000 to 5,220,000 per cubic millimeter. During this period, 
the leukocyte count varied from 20,100 to 28,600 per cubic 
millimeter, the hemoglobin level rose from 12.8 to 14.3 gm. per 
100 cc., and the ratio of the red blood cell count to the hemo- 
globin level increased from 0.56 to 0.74. 

Cast 3.—A 56-year-old woman had been under observation 
for 11 months before Daraprim treatment was started. She had 
been treated previously by venesection. Before therapy with 
Daraprim, the red blood cell count was 8,410,000 per cubic 
millimeter, the white blood cell count was 14,500 per cubic 
millimeter, and the hemoglobin level was over 20 gm. per 100 cc. 
The patient received 25 mg. of Daraprim once daily, and, after 
18 weeks, the red blood cell count had decreased slowly to 
4,080,000 per cubic millimeter, the white blood cell count was 
14,800 per cubic millimeter, and the hemoglobin level was 14.4 
gem. per 100 cc. (fig. 1). The dosage was reduced to one tablet 
every fourth day. After four weeks the red blood cell count 
was 4,710,000 per cubic millimeter, the white blood cell count 
20,100 per cubic millimeter, and the hemoglobin level 15.7 gm. 
per 100 cc. The dose was then 12.5 mg. daily; the red blood 
cell count stayed between 5,790,000 and 5,150,000. 


From the Hematology Department of the Louis A. Weiss Memorial 
Hospital. 

Read before the Hematology Club, Chicago, Oct. 29, 1953. 

Daraprim was provided for this study by Burroughs Wellcome & 
Company, Inc., Tuckahoe, N. Y. 

1. Hitchings, G. H.; Elion, G. B.; Vander Werff, H.. and Falco, 
E. A.: Pyrimidine Derivatives as Antagonists of Pteroyighutamic Acid, 
J. Biol. Chem. 174: 765 (une) 1948. 

2. Hutchings, G. H.: Daraprim as an Antagonist of Folic and Folinic 
Acids, Tr. Roy. Soc. Trop. Med. & Hyg. 46: 467 (Sept.) 1952. Rolo, 
I. M.: Daraprim— Experimental Chemotherapy, ibid. 46: 474 (Sept.) 1952. 
Goodwin, L. G.: Daraprim—Clinical Trials and Pharmacology, ibid. 
46; 485 (Sept.) 1952. Coatney, G. R.. and others: Studies on the Com- 
pound 50-63, ibid. 44: 496 (Sept.) 1952. Discussion on papers of Hitch- 
ings, Rollo, Goodwin, and Coatney, ibid. 46: 498 (Sept.) 1952. 

3. Hamilton, L., and others: Hematological Effects of Certain 2, 4-Di- 
aminopyrimidine Antagonists of Folic Acid, abstracted, Fed. Proc 44: 
225 (March) 1952. 
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Cast 4.—A 43-year-old woman was under observation for 
seven months before treatment with Daraprim was started. Her 
highest red blood cell count was 8,360,000 per cubic millimeter. 
The white blood cell count was 18,200 per cubic millimeter, and 
the hemoglobin level was over 20 gm. per 100 cc. Five weeks 
before therapy the patient had three venesections (one week 
apart). At the start of the Daraprim therapy, with 25 mg. daily. 
the red blood cell count was 6,710,000 per cubic millimeter, the 


Taste 1.—Lffects of Daraprim on Blood (Case 1) 


Red Blood w ae Blood Hemoglobin 
tell ‘ell Level, Dosage, 
Week« Count ‘ Gm. Me. 

000 13 25 daily 
5,129,000 42.100 12.5 

15 13.5 

140,000 toe 2, 
4,270,000 13.2 alternated 
5,250,000 41.200 as with 
ai 4.090008 

400,000 12.5 


white blood cell count was 18,100 per cubic millimeter, and 
the hemoglobin level was 15.4 gm. per 100 cc. This dose was 
apparently too low, and during the next eight weeks the red 
blood cell count gradually rose to 7,760,000 per cubic millimeter. 
The white blood cell count was 17,200 per cubic millimeter, and 
the hemoglobin level was 16.8 gm. per 100 cc. The dose was 
increased to 25 mg. twice daily. In four weeks the red blood cell 
count was 5,950,000 per cubic millimeter, the white blood cell 
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Fig. 1.—Decrease in red blood cell count (case 3). The patient received 
25 mg. of Daraprim daily. There was no corresponding decrease in the 
white blood cell count. 


count 15,600 per cubic millimeter, and the hemoglobin level 
16.3 gm. per 100 cc. The red blood cell count remained within 
normal limits with daily doses of 25 mg. 

Case S.—A 57-year-old woman had been under observation 
for over 12 years before treatment with Daraprim was started. 
She had many venesections during this time. At the start of 
Daraprim therapy, 25 mg. daily, the red blood cell count was 
7,600,000 per cubic millimeter, the white blood cell count 11,600 
per cubic millimeter, and hemoglobin level 14.8 gm. per 100 cc. 
The changes in the blood cell count are shown in figure 2. The 
patient's red blood cell count remained at a satisfactory level 
for 13 months with alternating daily doses of 25 mg. and 
12.5 mg. 

Cast 6.—A 60-year-old man had been under observation for 
two and one-half years, being treated by venesection. The 
patient's red blood cell count was 9,830,000 per cubic millimeter, 
the white blood cell count 12,600 per cubic millimeter, and the 
hemoglobin level 19.8 gm. per 100 cc. At the start of Daraprim 
therapy. 25 mg. daily, the red blood cell count was 7,430,000 
per cubic millimeter, the white blood cell count 17,500 per 
cubic millimeter, and the hemoglobin level 12.9 gm. per 100 cc. 


Ihe red blood cell count fell very slowly with this dose of 
Daraprim, so that it was increased to 50 mg. daily. In seven 
weeks the red blood cell count was 5,940,000 per cubic milli- 
meter, the white blood cell count 11,300 per cubic millimeter, 
and the hemoglobin level 14.8 gm. per 100 cc. The red blood 
cell count remained within normal limits with doses of one and 
one-half tablets (37.5 mg.) daily. 
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Fig. 2.—Changes in the red blood cell count (case %), showing the effect 
of varying the dosage of Daraprim. 


As the red blood cell count decreased in these patients, 
an increase in the number of large red blood cells ap- 
peared (fig. 34, B), and the range in sizes increased from 
microcytes (3.7 to macrocytes (12.3 (table 2). 
The blood picture resembled that found in pernicious 


Fig. 3.—-Photomicrographs of red blood cells (case 1). A, before Dara- 
therapy the red blood cell diameters ranged in size from $.5 to 92 a. 

8, atter Daraprim effect had been obtained the red blood cell diameters 
ranged in size from 3.7 to 12.3 «. C, large type of “normoblasts” may 
appear after treatment with Daraprim. D. after Daraprim§ therapy. 
microcyte, and 3 — multilobed polymorphonuctear 
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oval and not predominantly oval or oblong. Immature 
red blood cells with the normoblast type of nucleus, pres- 
ent at times in the peripheral blood of patients with 
polycythemia, were of the large type (fig. 3C). Multi- 
lobed polymorphonuclear neutrophils appeared (fig. 3D). 
The dose varied with each patient, and it was found wise 
to check the blood at weekly intervals until the response 
of the patient was determined and at monthly intervals 
after that. It was found that there was about a two week 
latent period of recovery when the therapy was stopped. 


Taste 2—Ranee in Size of Red Blood Ceils 
Micron Size of Celle, G 


Less Larger 
Than Than 
lay 74 75 74 Ranee, « 
» 2 5592 


No symptoms associated with toxicity ‘were noted in 
this series during the course of a year. When the red 
blood cell count fell to 4,500,000 per cubic millimeter, 
the dose was reduced. One patient attributed diarrhea 
to the medicament, but, when the Daraprim therapy was 
discontinued and the diarrhea controlled, it reappeared 
later, although the patient had been without the medica- 
ment for four weeks. One patient noted soreness of the 
tongue, with the appearance of several blisters and white 
spots. At this time the red blood cell count was 4,400,- 
000 per cubic millimeter, the leukocyte count 11.600 
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per cubic millimeter, and the hemoglobin level 13.4 gm. 
per 100 cc. The lesions cleared with applications of silver 
nitrate without discontinuance of Daraprim therapy. 
Manifestations of improvement included a decrease in 
pruritus, cessation of headaches and joint pains, lowering 
of the blood pressure in patients with high blood pres- 
sure, and the development of a feeling of well-being. In 
the doses used and with the control based on the red 
blood cell count, no symptoms of antifolic acid poisoning, 
as with Aminopterin, were noted during the course of 
these observations. At the height of the Daraprim effect, 
when the blood cell count is low, there is a marked change 
in the appearance of the marrow, with the appearance 
of “megaloblastic” forms, and a decrease in the nor- 
moblastic picture characteristic of persons with poly- 
cythemia vera. Because of the sensitivity of rapidly 
differentiating tissue to antifolic acid drugs, presumably 
pregnancy would be a contraindication to the use of the 
preparation. 
SUMMARY 

Daraprim, an antimalarial drug with antifolic acid 
properties, has been found useful in reducing the red 
blood cell count of patients with polycythemia vera, with 
amelioration of the characteristic symptoms. Under con- 
trolled conditions, with the dosage adjusted to the needs 
of each patient, no toxic reactions were noted in a group 
of six patients treated for a period of 10 months to over 
one year. 

104 8S. Michigan Ave. (3). 


TRIETHYLENE MELAMINE IN BRONCHOGENIC CARCINOMA WITH 
VENA CAVAL OBSTRUCTION 


Myron Saline, M.D. 


George L. Baum, M.D., Coral Gables, Fla. 


Considerable information concerning the usefulness, 
limitations, and toxicity of triethylene melamine (TEM) 
in neoplastic disease is now available.’ The beneficial 
effects in the leukemias and lymphomas are well 
known.’ Little benefit has been reported in neoplasms 
other than those of hematopoietic origin.’ Nitrogen 
mustard (methyl 8-chloroethy! amine) was employed 
by Raphael and Reilly in 56 cases of advanced broncho- 
genic carcinoma.‘ These authors reported alleviation 
of symptoms in 15 instances. Patients with superior 
vena caval obstruction and with tumors consisting of 
undifferentiated cells responded favorably. 

Triethylene melamine may be advantageously em- 
ployed because of the greater ease of administration 
(oral) and the decreased incidence of constitutional 
symptoms, especially those referable to the gastrointesti- 
nal system.” Karnofsky and his co-workers originally 
reported four patients with inoperable bronchogenic 
carcinoma to be unimproved after triethylene melamine 
was employed.'* Lenti and Gavosto * reported sympto- 
matic improvement in 4 out of 10 cases, although fav- 
orable radiographic change was demonstrated in only 


2 instances. The present report deals with 15 patients 
with inoperable or unresectable bronchogenic carcinoma 
who were treated with triethylene melamine orally; in 
every case the diagnosis was histologically verified. 


From the Medical Service, Veterans Administration Hospital 

1. Karnofshy, D. and others: Tricthylene Melamine in the 
Treatment of Neoplastic Disease, A. A. Arch. Int. Med 477 
(April) 1951. Meyer, L. M.: Conference on Tricthylene Melamine. 
abstracted, Acta Haemat &: 116 Uuly-Aug) 1952. O. W 
Jensen. C.. and Rumball, J. M.: Iriethylene Melamine in the Treat- 
ment of Lymphomas and Other Neoplastic Diseases. Ann int Med. 
38: 1222 Uunme) 195! 

2. Skinner, F.. and Carr, D.: Palliative Therapy of Incurable 
thoractce Malignancies, Am. Pract Digest Treat, 3: (Now) 1062 
Wright, J. C.; Prigot, Wrigt, L. T.. and Aroms, 1: Further 
tioms on the Use of Iricthylene Melamine in Neoplastic Diseases. 
A. Arch. tat. Med. 387 (March) 195). Pootnote 

3. Gelthorn, A.; Kitgerman, M. M.. and Jaffe. 1: Triethy lene 
in Clinical Cancer Chemotherapy, Am. J. Med. 106). 
Karnofskhy Skinner’ 

4. Raphaci, M.. and Reilly, C. The Use of Nitrogen Mowtard im 
Advanced Bronchogenk Carcinoma, Dis. Chest. 94: 215 (Feb) 

S. Bayrd, E. Stickney, J. Hall, E.. and Wathen, C. 
Clinical Observations on the Use of Cancer 14 
(March) 1952. Mayer, E.. and B: Newer Palliative Measures in 
Management of Inoperable Bronchogenic Carcinoma, Din. Chest. 98: 491 
(May) 199) 

6 Lenti, G., and Gavosto, F.: Immediate of TEM therapy in 
Neoplastic Diseases, Minerva Med 64:1 Uan. 6) 195), abstracted, 
3 A. 1790 (May 23) 


and 
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METHODS AND RESULTS OF TREATMENT 

Triethylene melamine was administered in 5 mg. 
scored tablets with water, two hours before breakfast. 
Patients with inoperable or unresectable bronchogenic 
carcinoma were selected for therapy. The average dos- 
age was 5S mg. given daily for a period of four days. 
with a maintenance dose of 2.5 to 5 mg. every one to 
six weeks, depending on the clinical response and hema- 
tological effect. Blood cell and platelet counts were 
performed immediately prior to starting therapy and 
again at twice weekly intervals. Triethylene melamine 
was employed after radiation or nitrogen mustard ther- 
apy in five instances. Of the 15 patients treated with 
triethylene melamine, improvement was noted in 4. 
These presented definite clinical evidences of superior 


Infrared photograph demonstrating extensive venous collateral circulation. 


vena caval obstruction. Relief of dyspnea, chest pain, 
and facial swelling were achieved in each instance, for 
periods ranging from 1 to 11 months. When deter- 
mined, the antecubital venous pressure was found to 
have fallen significantly. In three patients there was 
unfavorable hematological change. In no instance was 
there significant favorable radiographic improvement. 
This small series seems to indicate that the histological 
cell type is not necessarily correlated with the palliative 
effect of triethylene melamine. Of eight patients with epi- 
dermoid cell carcinoma, three were improved by tri- 
ethylene melamine therapy. Of eight patients with oat 
cell carcinoma, one was improved. The one patient with 
alveolar cell carcinoma was not improved. 


REPORT OF CASES 


Cast 1—A 60-year-old white man was admitted to the 
hospital on Jan. 14, 1950, with a history of weight loss, cough, 
and chest pain over a period of one year. Exertional dyspnea 
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and facial and neck swelling had been present for 10 days. There 
was marked cervical venous distention and soft tissue swelling 
of face and neck. The superficial veins over the anterior portion 
of the chest were engorged and tortuous. A density in the right 
superior paravertebral region was demonstrable radiographically. 
Pressure in an antecubital vein was 550 mm. H.O. A 24 mg. 
course of nitrogen mustard (HN.) given intravenously over a 
four day period resulted in no immediate improvement. The 
patient was transferred to a radiotherapy center on March 30. 
At this center an angiocardiogram confirmed the clinical im- 
pression of superior vena caval obstruction. Additional treatment 
included two S mg. doses of nitrogen mustard and a total of 
4.800 r administered over three chest ports. Considerable de- 
crease in dyspnea, chest pain, venous engorgement, and edema 
ensued, and the patient was discharged from the radiotherapy 
center on May 18, 1950. . 

Recurrence of dyspnea and chest pain resulted in readmission 
of the patient to the hospital on Aug. 4. At this time the venous 
engorgement involved the neck, thorax, abdomen, and upper 
thighs (see figure). A roentgenogram of the chest showed no 
change. Bronchial washings yielded exfoliated epidermoid car- 
cinoma cells. A 24 mg. course of nitrogen mustard resulted in 
considerable alleviation of the distressing symptoms but without 
change in the venous engorgement. In order to maintain am- 
bulatory outpatient care, triethylene melamine therapy was 
initiated, with a single 5 mg. oral dose, on Oct. 8, and the patient 
was discharged four days later. This dose was repeated every 
one to six weeks for the next eight months while improvement 
was maintained. Because of increasing facial swelling, dyspnea, 
and chest pain, 2.5 mg. of triethylene melamine was given daily 
for four days, beginning June &, 1951; symptoms decreased 
temporarily. The patient was readmitted July 26. Nitrogen 
mustard was given intravenously in September and again in 
October, 1951, with definite decrease in face and neck swelling 
but no lessening of chest pain. Frequent doses of narcotics were 
now required. Triethylene melamine therapy was reinstituted 
on Jan. 9, 1952, after face and neck edema had recurred, without 
benefit. The patient died March 18, 1952, 26 months after he 
was first seen with evidences of superior vena caval obstruction. 
Postmortem examination disclosed an epidermoid cell carcinoma 
involving the upper lobe of the right lung and compressing and 
invading the superior vena cava. 


The case above is an example of maintenance therapy 
with triethylene melamine in an ambulatory patient after 
initial improvement with nitrogen mustard and deep x-ray 
was achieved. 


Cast 2.—A 56-year-old white man was admitted to the 
hospital on Aug. 5, 1953, with a four week history of swelling 
of the neck. Edema of the right arm, dysphagia, exertional 
dyspnea, chest pain, and cough were also present. Physical ex- 
amination revealed swelling of both arms, neck, and face. The 
superficial veins over the anterior chest wall and axilla were 
engorged and tortuous. There was bilateral axillary adenopathy. 
The right antecubital venous pressure was 420 mm. H.O. There 
was radiographic evidence of a density in the upper lobe of the 
right lung. Bronchoscopy revealed fixation of the carina and 
narrowing of the bronchus of the upper lobe of the right lung. 
Scalene node biopsy indicated an oat cell carcinoma. Beginning 
Aug. 13, 5 mg. of triethylene melamine was orally administered 
daily for 4 days, followed by 2.5 mg. every 7 to 10 days until 
Sept. 23. By Aug. 24 there was considerable decrease in the 
edema as well as the chest pain. Most of the collateral venous 
channels were no longer visible to the naked eye. The right 
antecubital venous pressure was 294 mm. H.O. The adenopathy 
was still present and unchanged. The patient was discharged 
Sept. 25, 1953. 

On Oct. 6 there were no objective evidences of superior vena 
caval obstruction. No change was shown in a roentgenogram 
of the chest. However, the white blood cell count was 1,400 
per cubic millimeter and platelet count 82,000. Triethylene 
melamine medication was withheld. On Oct. 20 the patient was 
observed to have sustained a recurrence of the manifestations of 
superior vena caval obstruction. The right antecubital venous 
pressure was 486 mm. H.O. Triethylene melamine was given, 
2.5 mg. for four days, and again beginning Nov. 2, when the 
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patient was readmitted for increasing disability as well as chest 
pain. These courses were without benefit. The patient required 
increasing doses of narcotics and died Nov. 10, 1953. Post- 
mortem examination revealed an oat cell carcinoma of the right 
main bronchus, with generalized metastases. The superior vena 
cava was surrounded and compressed by the tumor. 


Although it could not be stated that the progression 
of the disease was materially affected, dramatic relief of 
chest pain and of the evidences of superior vena caval 
obstruction was achieved with triethylene melamine 
therapy. In two additional patients, similar relief from 
chest pain and from evidences of superior vena caval 
obstruction were achieved for periods of one and two 
months respectively. 

COMMENT 

A clinical comparison of the effects of intravenous 
administration of nitrogen mustard (HN.) and oral 
administration of triethylene melamine (TEM) has been 
presented elsewhere. '* The advantages of the latter 
preparation are its oral administration, which obviates 
the occasional venous thfomboses encountered with 
nitrogen mustard, and the fact that it does not cause 
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vomiting, which frequently occurs with the intravenous 
administration of nitrogen mustard. Triethylene mela- 
mine is well suited for outpatient maintenance therapy. 
either as the sole palliative agent or to maintain the ef- 
fect achieved by either radiation or nitrogen mustard. 
Careful control of the dosage and follow-up are neces- 
sary to avoid serious bone marrow depression. In the 
patients of this series, unfavorable hematological change 
occurred in 3 of 15 treated with triethylene melamine. It 
was mild and temporary in 2 cases, severe but respond- 
ing to cortisone therapy in one case. Dramatic and 
significant palliation occurred in patients with broncho- 
genic carcinoma complicated by superior vena caval 
obstruction. This occurred in the absence of radio- 
graphically demonstrable shrinkage of the tumor. The 
mechanism is not clear, although it must be assumed 
that some temporary decrease in tumor size did occur. 


CONCLUSIONS 


Triethylene melamine, a nitrogen-mustard-like com- 
pound, is indicated in the palliative therapy of broncho- 
genic carcinoma with superior vena caval obstruction. 


ERYTHEMA MULTIFORME EXUDATIVUM (STEVENS-JOHNSON SYNDROME) 


Dominic A. Mauriello, M.D., Jersey City, N. J. 


This paper represents a clinical analysis of 14 cases of 
Stevens-Johnson syndrome that were seen during an 18 
month period at the United States Army Hospital at Fort 
Dix, N. J. The naming of this disease has had an inter- 
esting (but confusing ) evolution over the past 130 years. 
Bazin,’ in 1862, reported an erythematous rash associ- 
ated with stomatitis and conjunctivitis. In 1866, Hebra * 
called particular attention to this disease when he de- 
scribed a clinical entity consisting of fever, polymorphous 
skin lesions, and few systemic signs. To this mild con- 
dition he gave the name erythema multiforme exuda- 
tivum. In 1922, Stevens and Johnson * reported on two 
extremely ill children as having “eruptive fever, with 
stomatitis and ophthalmia.” Behget’s disease, Reiter's 
disease, ectodermosis erosiva pluriorificialis, and Stevens- 
Johnson disease all have such a pronounced similarity 
that they are probably variants of the same disease en- 
tity, which might be named erythema multiforme exuda- 
tivum. Robinson and McCrumb in their excellent review ' 
group them very correctly (with the possible exception 
of Reiter's disease) as “mucocutaneous-ocular syn- 
dromes.” However, the term Stevens-Johnson syndrome 
is being used more and more frequently, so that it has 
become synonymous with erythema multiforme exuda- 


CLINICAL FEATURES 


This disease is an acute, febrile, self-limiting process 
manifested by lesions of the mucous membranes, mainly 
dermatitis, conjunctivitis, stomatitis, and urethrobal- 
anitis. Of the series of 14 patients, 13, or 92°, had 
involvement of the mouth; 10, or 71° , had eye involve- 
ment; 9, or 64°% , had genital lesions; and 8, or 57°, 
had dermatitis. Three patients had involvement of all 
four organs, five had involvement of three organs, and 


the remaining six had involvement of two organs. The 
location of lesions by groups of organs is shown below: 


No. of 
Location Patients 
Eyes mouth skin-genitalia 
Fyes-mouth-genitalia ‘4 
Mouth skin-genitalia i 
Fyes-skin 1 
Eyes-mouth 


Of the 13 patients with mouth lesions, 4 were seen 
initially by the dental department for suspected aphthous 
stomatitis. Early in the course of the illness vesicles 
appeared rapidly on the lips, tongue, mouth, and phar- 
ynx. Within 24 hours, the vesicles ruptured to form 
friable pseudomembranes. When removed, they left ul- 
cerations that bled easily. The fissuring, bleeding, and 
pain made it difficult for the patient to chew or swallow. 
With the formation of crusts and new patches of mucous 
membrane, usually there was complete recovery in two 
to three weeks. One of the 10 patients with conjunc- 
tivitis was seen by the ophthalmologist one week before 
the appearance of any of the other typical manifestations 
that later made the. diagnosis obvious. The character- 
istic picture in almost all patients was a conjunctivitis 


Formerly Chief of Medical Service, United States Army Hospital, Fort 
a NOS, 
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with either a mucoid or a mucopurulent discharge. One 
patient had subconjunctival hemorrhages. None of our 
patients had serious eye lesions. 

Of the nine patients with genital lesions, four had 
urethritis only, and five had both urethritis and balanitis. 
The severity varied from a slight reddening of the urinary 
meatus to severe ulcerations on the glans penis. Usually 
the only symptom was a mild dysuria, in fact, the patient 
frequently was not aware of the lesions until time of 
physical examination.” There was complete healing in 
every case. In eight patients a dermatitis developed; the 
rash occurred predominantly on the extremities in four 
cases; four patients had involvement of the scrotum only. 
The dermatitis appeared as erythematous, papular, or 
vesicular lesions of the iris type; there were no bullous 
lesions. After rupturing, the vesicles became encrusted. 


Fig. 1.—The patient at time of admission to the hospital, showing 
crusted lips and exudative conjunctivitis with subconjunctival hemorrhages 


leaving an area of brown pigmentation that tended to 
fade slowly over a period of days to weeks. Three of our 
patients had pneumonia that simulated clinically primary 
atypical pneumonia, although cold agglutination titers 
were not elevated. One other patient had severe pains 
of both knees but no evidence of deformity. 


INCIDENCE AND LABORATORY STUDIES 
Since they came from a soldier population, all our pa- 
tients were male. The disease is considered to occur 
mostly in males in the second and third decades; how- 
ever, it has been reported in a one-year-old and an 85- 
year-old.* The laboratory studies were not helpful except 


5. Soll, S. N.: Eruptive Fever with Involvement of Respiratory Tract, 
Conjunctivitis, Stomatitis, and Balanitis: Acute Clinical Entity, Probably 
of Infectious Origin, Arch. Int. Med. 7: 475-500 (May) 1947. 

6. Haas, W. R.; Birenbaum, A.. and Kaminester, C. E.: Stevens- 
Johnson Syndrome, U. S. Armed Forces M. J. 3: 1431-1499 (Oct.) 1952. 

7. Sutton, R. L.. and Sutton, R. L., Jr: Diseases of the Skin, ed. 10, 
St. Louis, C. V. Mosby Company, 1999, p. 146. 
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as they eliminated the possibility of other diseases. 
Owing to secondary bacterial infection, the white blood 
cell count either showed a leukocytosis or was normal, 
with increased polymorphonuclears. The results of bac- 
teriological tests were nonspecific, blood cultures were 
negative, and cultures from the involved areas yielded 
only secondary bacterial invaders. Cold agglutination 
studies were negative in the three patients with pneu- 
monia. Urine examinations occasionally showed albu- 
minuria or pus-cell contamination as a result of the 
genital lesions. 


TREATMENT AND PROGNOSIS 

Treatment in this disease consisted primarily of giving 
symptomatic relief and of preventing eye complications 
by the use of wet soaks and bacitracin ointment. Two 
patients received chlortetracycline, and two others re- 
ceived oxytetracycline; the basic disease process was not 
affected in either group. Systemic penicillin was used 
routinely when cortisone or corticotropin (ACTH) was 
employed (eivht cases). Six patients received cortico- 
tropin, without attention to the effect on circulating 
eosinophil count. Three of these received their cortico- 
tropin by intravenous drip, 20 mg. daily. One patient re- 
ceived 40 mg. daily. Two patients received corticotropin 
intramuscularly, starting with 15S mg. four times daily, 
reduced to one dose daily after the third day. The dura- 
tion of treatment varied from 7 to 12 days. Corticotropin 
did not appear to alter the usual course of the disease. In 
fact, in one patient a generalized macular eruption de- 
veloped after three days of corticotropin therapy. Corti- 
sone was given to two patients; the course of their illness 
did not differ markedly from that of the six patients who 
did not receive steroids. As with corticotropin, with corti- 
sone new lesions developed in one patient. On the fourth 
day of treatment, there appeared on the scrotum super- 
ficial ulcerations and macular patches covered with ex- 
udate. Although deaths and serious eye complications 
sometimes occur,’ all of our patients recovered com- 
pletely. Three patients had had previous episodes of the 
disease. A typical case is reported below. 


REPORT OF A CASE 


The patient, a 27-year-old soldier, was well until cight days 
before admission, when he noticed a slight sore throat and a 
dry, nonproductive cough. Four days later, his eyes became 
watery and red. When he awoke in the morning, the eyelids 
were matted together. At this time, a fever and sores developed 
on the inside of his lips and mouth. He noticed that they were 
discrete at first but that in 24 hours they became confluent and 
generalized so that he was unable to chew. Two days later, he 
noticed small blisters on his scrotum; this condition persisted 
until the day of admission, when he had a temperature of 102.2 
F and an exudative conjunctivitis with subconjunctival hemor- 
rhages (fig. 1); the lips were crusted (fig. 1). The buccal, lingual, 
and pharyngeal areas revealed white coalescent patches with red- 
ness and edema. Discrete erosions were noted. These lesions 
caused considerable pain. The penis was likewise involved, with 
multiform erosions, showing red and white patches on the glans 
and urinary meatus (fig. 2). The skin was clear except for thicken- 
ing and crusting of the scrotal sac (fig. 3). The remainder of the 
physical examination was normal. Laboratory studies were not 
remarkable except for roentgenographic evidence of pneumonitis 
in the right lung base. Cultures from the eye, mouth, and urethra 
grew out secondary invaders. Serial cold agglutinins were 
negative. White blood cell count was 14,000 per cubic milli- 
meter, with 82° polymorphonuclears. Serologic test for syphilis 
was negative. Urinalysis revealed occasional white blood cells 
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and a trace of albuminuria. Wet soaks and wet washes were 
used to treat the lesions locally: corticotropin was given daily. 
20 mg. intravenously, over an eight hour period for cight days. 
Concomitantly, the patient received 600,000 units of penicillin 
daily for 10 days. Twenty-four hours after beginning of treat- 
ment, he became afebrile and remained so. Five days later, the 
eye lesions had cleared. Two days after this, the penile lesions 
cleared up, followed by disappearance of the rash on the scrotum. 
Also, at this time all evidence of pneumonia was gone. Twenty 
days after the onset of disease, or 12 days after beginning of 
treatment, the mouth lesions disappeared. 


COMMENT 

Because of the various organs involved, erythema 
multiforme exudativum, or Stevens-Johnson syndrome. 
may be seen at the onset by the ophthalmologist, dentist. 
otolaryngologist, dermatologist, or urologist, in addition 
to the patient's family physician. It is important to rec- 
ognize the disease because of its usual benignity. The 
differential diagnosis between diphtheria, the toxic ery- 
themas, infectious mononucleosis, pemphigus, and the 
exanthems is relatively easy if the features of Stevens- 
Johnson syndrome are kept in mind. The location and 
nature of lesions, the lack of other significant findings in 
the laboratory studies, and clinical course are decisive. 
Since no single specific cause is known,” the cause is 
speculative. It may be an expression of allergy or hyper- 
sensitivity. There seems to be a clear relation, at times, 


Fig. 2.—-Multiform erosions of the penis, with red and white patches on 
the glans and urinary meatus. 


to drugs such as aspirin, barbiturates, sulfonamides, and 
phenolphthalein. Interestingly, the one patient with ar- 
thralgia had an aggravation of his mouth lesions when 
given aspirin in the hospital. Because of this, plus the 
fact that he had taken aspirin before any manifestations 
of his disease, one can suspect salicylates as the cause 
of the disease in this patient. Furthermore, he had a 
mild febrile course, which would be against an infectious 
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origin. At times, the systemic manifestations and the 
clinical course suggest an infectious process, as pointed 
out by Stevens and Johnson in their two cases. Along 
this line, various investigators have suspected the virus 
of foot and mouth disease, mumps, psittacosis, “atypi- 
cal” pneumonia, and herpes simplex." However, only 
Womack and Randall succeeded in isolating a virus.” 
They were able to isolate the virus of herpes simplex 
from a fatal case of erythema multiforme exudativum. 


Fig. 3.—Thickening and crusting of the scrotal sac. 


The respiratory symptoms may present themselves 
very early.'” Nine patients had a sore throat or bronchitis 
before any of the major manifestations of the disease. 
The three patients with pneumonia did well; they cer- 
tainly were not as ill as the four patients reported by 
Finland "* in 1948, of whom three died. These were pa- 
tients with the severe bullous type of erythema multi- 
forme. At autopsy, the lungs showed a nonbacterial type 
of inflammation. In one case, there was superimposed 
staphylococcic abscess formation in the lungs. The se- 
vere complications of the disease are mostly confined to 
the eyes; some are panophthalmia, corneal scarring, 
symblepharon, and even total loss of vision.’ The efficacy 
of the newer steroids is difficult to evaluate in a self- 
limiting disease such as this. However, there have been 
numerous papers concluding that corticotropin and cor- 
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tisone have proved effective in treating patients seriously 
ill with Stevens-Johnson syndrome.'* In my experience, 
the usual course of the disease was not altered by giving 
these drugs. In two of the eight patients receiving these 
drugs new lesions developed a few days after therapy was 
started. Although the fever disappeared and patients 
had a feeling of well-being, the mouth lesions still took 
7 to 21 days to clear up. It appears that corticotropin 
and cortisone are valuable only for their recognized 
“tonic” effect in the critically ill patient. 


SUMMARY 


Erythema multiforme exudativum (Stevens-Johnson 
syndrome) is a self-limiting disease, usually benign, that 
involves the epithelium of the skin and body orifices, 
resulting mainly in dermatitis, conjunctivitis, stomatitis, 
and urethrobalanitis. It is probably infectious ** or aller- 
gic and may be seen first by any of many specialists. It 
may be recurrent. Treatment is principally symptomatic, 
with antibiotics used only to treat or prevent secondary 
infections. Prevention of eye complications is important. 
The use of corticotropin and cortisone is of questionable 
value in those patients not critically ill. 

75 Bentley Ave. 
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PRESENTATION OF CASE 
F. Lamont Jennines, M.D., Chicago 


A 61-year-old man was seen at the University of Chi- 
cago Clinics on Jan. 26, 1953, in the emergency clinic, 
having been in coma for one day. The history as ob- 
tained from relatives revealed that he had complained 
of epigastric pain, headache, and weakness eight days 
before admission and that for four days he had had no 
urine output. He was seen by his family physician and 
given supportive treatment, but the malaise and headache 
persisted. The past history indicated that he had under- 
tone an iridectomy for acute glaucoma in 1952 and had 
an appendectomy at his community hospital for rup- 
tured appendix on Nov. 7, 1952. During the operation 
the patient received a transfusion of whole blood. After 
the appendectomy he did poorly, showing fever and 
elevated blood sugar level. Extreme difficulty was en- 
countered in his postoperative management, and his 
blood sugar values ranged from 300 to 390 mg. per 100 
cc. for three weeks. Thereafter his condition gradually 
improved, and he was discharged on the 58th post- 
operative day in fair condition, taking a maintenance 
dose of 20 units of insulin per day. 


From the Department of Pathology, University of Chicago. 


J.A.M.A., Dec. 18, 1954 


Physical Examination.—At the time of admission the 
patient was deeply icteric, the abdomen was soft, bor- 
borygmi were present, the blood pressure was 70/58 
mm. Hg, the pulse was not obtainable, and the temper- 
ature was 36 C (96.8 F). 

Laboratory Findings.—There were 3,640,000 red 
blood cells and 16,750 leukocytes per cubic millimeter; 
hemoglobin level was 10.5 gm. per 100 cc. Urinalysis 
showed dark brown urine with a specific gravity of 1.019, 
a trace of albumin, slight reduction of Benedict's solu- 
tion, and bile, 4-. The urinary sediment showed 2 or 3 
granular casts per low power field, an occasional hyaline 
cast, many bile casts, and bile staining of the sediment. 
The blood glucose level was 155 mg. per 100 cc. and the 
urea nitrogen, 76 mg. per 100 cc. Serum carbon dioxide 
was 11.5 mM. per liter, and the serum pH was 7.48. The 
cephalin flocculation test was 4+. 

Course.—The patient was given 500 cc. of plasma im- 
mediately in the emergency clinic. This was followed by 
1,500 cc. of isotonic sodium chloride solution; 500 cc. 


Photomicrograph of liver tissue collected at autopsy, showing massive 
necrosis of liver parenchyma with preservation of bile ducts (< 160). 


of 5° dextrose solution containing 4 mg. of arterenol 
was given intravenously in an attempt to raise the blood 
pressure. The blood pressure was elevated briefly to 
100/60 mm. Hg but then started to fall, and the patient 
died eight hours after admission. 


ANATOMIC DIAGNOSIS 

The body of this patient measured 64 in. (162.5 
cm.) in length, weighed 133 Ib. (60.3 kg.), and showed 
a severe, generalized icterus. Within the abdominal 
cavity was about 250 cc. of dark, straw-colored fluid, 
and numerous peritoneal adhesions were present in the 
right lower quadrant. The liver appeared small, though 
weighing 1,320 gm., and was well above the costal mar- 
gin. The capsular surface of the liver was glistening and 
had a mottled, yellow-tan and dark red color. The tex- 
ture was extremely soft and flabby. Over the cut surface 
the mottling was even more pronounced, with the yellow- 
tan areas predominating. Patches of congestion were 


Vol. 156, No. 16 


scattered throughout. Histologically the liver showed 
widespread acute necrosis, with only a few scattered 
islands of parenchymal cells remaining. The cells that re- 
mained showed enlarged, pale, vesicular nuclei. Very 
little inflammation was seen about the necrotic areas in 
the liver, and there was no apparent fibrous tissue pro- 
liferation. The bile ducts remained in surprisingly good 
condition in the necrotic regions. Fat stains showed little 
fatty degeneration. The appearence was that of acute 
massive necrosis of the type seen in infectious hepatitis or 
homologous serum jaundice. The pancreas weighed 100 
gm. and showed slight islet atrophy, with reduction in 
beta cells. Both lungs showed edema, the right weighing 
650 gm. and the left, SCO gm. In the right lung were 
small, round, fibrotic nodules filling many alveoli. These 
showed a patchy distribution through the lung and, 
though not showing the usual whorl pattern, probably 
represented silicotic nodules. The spleen weighed 270 
gm. and showed abundant hemosiderin in macrophages. 
Other incidental findings included pyelonephritis, chronic 
cystitis in the urinary bladder, adenomatous hyperplasia 
of the prostate, and a degenerated thyroid adenoma. 


COMMENT 
J. Garrott Allen, M.D., Chicago 


This patient died with massive necrosis of the liver 
presumably due to homologous serum jaundice from one 
blood transfusion administered 80 days previously in the 
course of an emergency appendectomy. The problem the 
case presents concerns the value of the single 500 ml. 
blood transfusion in the adult patient. If blood loss has 
been excessive, the treatment of the shock incurred usu- 
ally requires several blood transfusions. If one trans- 
fusion is sufficient, as in this case, it is probable that 
liquid plasma stored for six months at room temperature 
before use, heated serum albumin, dextran, or glucose 
and water might have served equally well. These fluids 
do not carry the risk of transmitting homologous serum 
jaundice. If more excessive blood loss is encountered, 
the necessity of blood transfusion is clearer and the risk 
of withholding blood exceeds the risk that is entailed in 
its use. 

There are other serious complications of blood trans- 
fusions that should not be overlooked when a single 
transfusion is to be administered. Among these are mis- 
matched blood and sensitization of an Rh-negative pa- 
tient by the administration of Rh-positive blood. In addi- 
tion, there are causes of hypotension during operation 
that do not involve blood loss. These include hypoxia, 
spinal anesthesia, and the reflex hypotension associated 
with the manipulation of the abdominal viscera. Hypo- 
tension of these origins is due to vasodilation and not to 
blood loss. Correction of hypotension of these origins is 
accomplished by eliminating or treating the cause. If the 
blood loss has not been excessive and hypotension ap- 
pears, it should be determined whether measures other 
than blood transfusion would not serve the purpose 
equally well or better. The decision is not always easy 
and at times taxes the judgment of the seasoned surgeon. 


From the Department of Surgery, University of Chicago. 
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The risk of s serum jaundice developing 
from blood from a carefully screened donor is probably 
not less than 0.1° or more than 0.5%. As there is no 
laboratory method for detecting the carrier donor, this 
becomes one of the calculated risks that must be as- 
sessed before deciding that a single transfusion of 
blood is necessary. The mortality from homologous se- 
rum jaundice is probably less than 10°. The morbidity, 
however, is greater, as subacute or chronic hepatitis, 
which may eventually progress to cirrhosis and its trou- 
blesome complications years later, develops in a number 
of patients. No one knows what percentage of the pa- 
tients in whom homologous serum jaundice develops 
never again have difficulties related to this disease. 

These remarks are not to be interpreted as an indict- 
ment of blood transfusion if blood is needed. They are 
only intended to focus attention on the questionable 
value of the single transfusion in patients in whom other 
fluids might serve equally well. Such patients by no 
means fall into the surgical group alone. Many patients 
with iron deficiency anemia are given a single trans- 
fusion when suitable preparations of iron in conjunction 
with a diet adequate in proteins, vitamins, and calories 
would serve equally well. The use of the single trans- 
fusion constitutes one of the most commonly encoun- 
tered abuses of blood transfusion. 


CLINICAL NOTES | 


RESPIRATOR IN CHRONIC PULMONARY 
DISEASE WITH SPONDYLITIS AND 
FIXATION OF THORAX 


Ervin Kaplan, M.D 

John Detweiler, M.D. 

Benjamin M. Kaplan, M.D. 
and 

Lyle A. Baker, M.D., Hines, Ili. 


Mechanical respiration has been used with excellent 
results in sustaining the patient with chronic pulmonary 
disease during an episode of acute bronchopulmonary 
infection. The typical patient so benefited suffers from 
chronic pulmonary emphysema, complicating pneu- 
monia with carbon dioxide retention, and hypoxia.' 
Fixation of the thorax as seen in rheumatoid spondylitis 
contributes to chronic pulmonary disease and may sub- 
sequently lead to cor pulmonale. Acute pneumonia 
superimposed on chronic pulmonary impairment is often 
a terminal event in rheumatoid spondylitis. Despite the 
immobility of the thorax, such a patient, as demonstrated 
by the following case report, may receive dramatic bene- 
fit from mechanical respiration. 


From the Medical Service and Radioisotope Unit, Veterans Adminis- 
tration Hospital. 
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REPORT OF A CASE 

The patient, a 46-year-old white man, was discharged from 
the Navy in 1944 because of rheumatoid spondylitis. Progress 
of the ankylotic process continued until 1950, when the thorax 
and spine became completely fixed. At this time the patient also 
experienced his first episode of congestive heart failure. Prior to 
his admission to the hospital in 1953, he had been hospitalized on 
six Occasions with failure of the right side of the heart secondary 
to cor pulmonale. These episodes occurred despite routine inter- 
val therapy with low salt dict, digitalis, and diuretics. In the four 
and one-half year period during which he had been treated, 
characteristics of strain of the right side of the heart were seen 
to develop on the electrocardiogram. 

The patient was admitted to Hines Veterans Administration 
Hospital on Dec. 8, 1953. At the time, he was oriented to his 
surroundings and able to give a history of extreme shortness of 
breath, paroxysmal nocturnal dyspnea, and ankle edema that 
had been progressively present for two weeks. Initial physical 
examination revealed a severely cyanotic, thin, white man with 
short grunting respiration, an oral temperature of 97.6 F, a 
pulse of 10S per minute and regular, and a blood pressure of 
150/100 mm. Hg. The blood cell count showed normal erythro- 
cyte values and a leukocyte count of 19,000 per cubic millimeter, 
with 92 neutrophils, 7 lymphocytes, and | cosinophil. Oxygen 
therapy by nasal catheter was started and continued until the 
following morning. At 8 a. m. the patient appeared moribund; he 
was comatose, the facies were dusky, the lips and nail beds were 
markedly cyanotic, and the neck veins were distended. The entire 
spine was rigid, and the thoracic cage was not seen to move on 
respiration. The anteroposterior diameter of the chest was de- 
creased. Respiration was entirely abdominal. The percussion 
note was generally resonant over the lung fields, and breath 
sounds could not be heard except at the bases where coarse 
rales and rhonchi were noted. The cardiac apex was in the sixth 
interspace, 3 cm. to the left of the midclavicular line. Dulness 
to percussion was noted to the right of the sternum. The apical 
rate was 120, bounding, and regular; the blood pressure was 
130/98 mm. Hg: and the respiratory rate was 28 per minute 
and shallow. No murmurs were heard. A firm, smooth liver edge 
was palpated five fingerbreadths below the right costal margin 
and moved freely with respiration. There was marked pitting 
edema of the lower extremities extending to the knees. The 
reflexes were hypoactive: corneal reflexes could not be elicited. 
At this time, the carbon dioxide combining power was 83 vol. “©. 
nonprotein nitrogen 72 mg. per 100 cc., blood urea nitrogen 46.4 
mg. per 100 cc., and serum sodium 141 mEq. per liter. Urinalysis 
showed a faint trace of albumin, 6 white blood cells, and 2 red 
blood cells. A chest roentgenogram showed marked cardiac 
enlargement, lower right pneumonitis, and diffuse basal con- 
gestion. 

In addition to oxygen by nasal catheter, the patient had re- 
ceived aminophylline suppositories and procaine penicillin. The 
patient was stuporous to external stimuli and death appeared 
imminent. Oxygen therapy was discontinued with no change in 
status. It was apparent that we were confronted with the prob- 
lem of an impaired respiratory exchange, partially due to an 
obstructing factor secondary to infection both chronic and acute 
and further complicated by the hypoventilation of carbon di- 
oxide narcosis. To combat the latter and facilitate drainage of 
the pulmonary tree by increasing the diaphragmatic excursion, 
the patient was placed in a full-length Emerson respirator with 
a pressure of 15 negative and 10 positive. As a consequence, 
oxygen therapy could be resumed without danger of producing 
hypoventilation. Fluids were given intravenously, and antibiotics 
comtinued to be administered. A Foley catheter was inserted 
for the sake of better nursing care. Although a marked im- 
provement of respiratory exchange was noted, the respiration 
remained abdominal in character. An improvement in color was 
also observed. The patient coughed up copious quantities of 
mucopurulent sputum that was aspirated from the pharynx. 
Within 30 minutes he was responding, answering simple ques- 
tions, and asking for water. His rectal temperature remained 
at 100 F during the first day. After about 18 hours, he was given 
a one hour trial period out of the respirator. At that time he 
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seemed cheerful, alert, was afebrile, and notably improved. 
About this time, he experienced maximum diuresis; he had re- 
ceived mercaptomerin (Thiomerin) sodium prior to entering the 
respirator. He continued to receive mechanical respiration for 
a total of 36 hours. At this time he volunteered the information 
that he had not breathed with such little difficulty for many 
years. His carbon dioxide combining power was 60 vol. %. 
Penicillin was administered by acrosol and ephedrine by inhala- 
tion. He continued to receive procaine penicillin parenterally. 
On this regimen he remained generally symptom free and cheer- 
ful. A blood urea nitrogen test on the sixth hospital day 
was 16.8 mg. per 100 cc. A second chest roentgenogram taken 
one week after admission revealed marked cardiac enlargement, 
Marie-Striimpell spondylitis, and resolution of the right lower 
lobe pneumonitis and pulmonary congestion. The patient had 
received maximum hospital benefit and was discharged on the 
13th hospital day, receiving interval cardiac therapy with in- 
structions for proper respiratory hygiene. 
COMMENT 


A therapeutic paradox exists in the chronic pulmonary 
cripple when he is suddenly confronted with a compli- 
cating acute respiratory embarrassment. In the chronic 
phase, sensitivity of the respiratory center to carbon di- 
oxide is lost because of prolonged retention of this me- 
tabolite. Hypoxia then becomes the dominant stimu- 
lating mechanism, probably mediated via the carotid 
body and aortic chemoreceptors. If the stimulation of 
hypoxia is removed by oxygen therapy, respiratory ex- 
change decreases and carbon dioxide retention increases 
to the point of narcosis, which may lead to death in the 
seriously ill patient. This paradox is resolved by mechan- 
ical respiration. The increased ventilation blows off 
carbon dioxide, while the concomitant oxygen therapy 
corrects the anoxia. With the lowered carbon dioxide 
concentration, sensitivity of the respiratory center to this 
agent is reestablished and the pathological cycle is 
broken. The case reported illustrates the danger of ox- 
ygen therapy in a patient with chronic carbon dioxide 
retention. It is further demonstrated that mechanical 
respiration is indicated despite fixation of the thorax by 
rheumatoid spondylitis. 


Therapy of Rickettsial Diseases.— lt is apparent that 
all three broad-spectrum antibiotics currently available are 
effective in treatment of rickettsial diseases of man in daily oral 
doses of 50 to 60 mg. per kg. body weight, supplemented by an 
initial loading dose. With certain diseases, particularly scrub 
typhus, the institution of specific therapy early in the course of 
disease has resulted in recrudescence of iliness after the 
rickettsiostatic effect of the drug has been dissipated and before 
the patient has had sufficient time to develop his own immuno- 
logic defense. In such instances an additional short, 24-hour 
course of antibiotic is indicated about six days after the end of 
the first course to prevent relapse until the patient's immunity 
mechanisms can control the infection. It is difficult to convey 
the significance and the extent of the changes in therapy of 
rickettsial diseases that have resulted from use of the broad- 
spectrum antibiotics. Of the S88 patients mentioned in this re- 
view, who have been treated by various groups of investigators 
in different parts of the world, not a single death has been 
reported in persons receiving adequate dosages of antibiotic 
before the terminal stages of disease. Furthermore, we know of 
no unpublished instances tn which the broad-spectrum anti- 
biotics, given a reasonable chance, may be said to have failed 
and to have permitted the rickettsioses to proceed to fatal con- 
clusion.—H. L. Ley Jr, M.D., and J. E. Smadel, M.D., Anti- 
biotic Therapy of Rickettsial Diseases, International Record of 
Medicine and General Practice Clinics, October, 1954, 
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COUNCIL ON FOODS 
AND NUTRITION 


The Council on Foods and Nutrition has authorized the pub- 
lication of this report on the Puerto Rican Acerola. 


James R. Wirson, M.D., Secretary. 


NUTRIENT CONTENT OF ACEROLA, A RICH 
SOURCE OF VITAMIN C 


P. H. Derse, MS. 
and 
C. A. Elvehiem, Madison, Wits. 


Acerola fruit (Malpighia punicifolia L.) is reported to be one 
of the richest natural sources of ascorbic acid.' Values obtained 
have averaged to 2,000 mg. of ascorbic acid per 100 gm. of 
juice or fruit. Asenjo '* obtained 1.5 gm. of ascorbic acid crystals 
from an amount of acerola juice calculated to contain 4 gm. 
of ascorbic acid. Identification was made by mixed melting 
points and specific rotation. Biological activity was confirmed 
with guinea pigs.- The nutrition committee of Puerto Rico in 
collaboration with the university and experimental station have 
encouraged the use and propagation of the acerola. The fruit 
is expected to become commercially important as an enriching 
agent for fruit products low in ascorbic acid. Although the 
ascorbic acid content has been thoroughly investigated, a 
complete proximate mineral and vitamin analysis of acerola 
was performed in the laboratorics of the Wisconsin Alumni 
Research Foundation (sce table). 


Nutrient Content of Acerola* 


Acerola Pitted ¢ 


Proximate Analy «is Juice Acerola 
Protein (N 6.25), %..... 0.39 
Ash, %% | on 
Carbohydrate (by difference), 4.71 
a5 33 
Minerals, per loo gm 
Callum, me. ....... 11.7 
Phosphorus, me. .. we 
Iron, total me...... | 
Areenle, mem. ...... cw 
3.2 2.7 
Vitamins, per 100 me 
Vitamin A (S-carotene), me 
Ascorbic acid, reduced, me 
dehydro, me lw 
total, me. . 1,494.9 lees 
Thiamine, mee. ..... . we 
Ribotlavin, meg. we 
Niacin, meg. ..... . Soe 


Vitamin He, mee 
* Riboflavin, niacin, and vitamin Be values were obtained by miere 
biological proceedures and the remaining analyses by chemical procedures 
* The acerola were prepared by hand pitting. The pits comprise 19.25% 
ot the truit. 


From the Wisconsin Alumni Research Foundation and the University 
of Wisconsin Biochemistry Department. 

1. (a) Asenjo, C. F.. and Freire de Guzman, A. R.: The High Ascorbic 
Acid Content of the West India Cherry. Science 203: 219, 1946. 
Loeffler, H. J., and Ponting, J. D.: Ascorbic Acid: Rapid Determination 
in Fresh, Frozen, or Dehydrated Fruits and Vegetables, Ind. Eng. Chem. 
(Anal. Ed.) 24: 846, 1942. (c) Asenjo, C. F.: The Story of the West 
indian Cherry, Bol. Col. Quimicos Puerto Rico 10: 8-11, 1953, 

2. Asenjo, C. F.: Biological Vitamin C Activity of Maipighia Punii- 
folia L.. Pseudo Cherry, Fed. Proc. 10: 158, 1951 
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ACCEPTED FOODS 


The following products have been accepted as conforming to 
the rules of the Council. 

Jawes R. M_D., Secretary. 
Loma Linda Food Company, Arlington, Calif.. and Mount 
Vernon, Ohio. 
Soyalac Concentrated Liquid. 

Ingredients: Soybean solids, soy oil, sucrose, dextrose, malt- 
ose, dextrin, calcium gluconate, salt, ferrous sulphate, vitamin 
A, ascorbic acid, vitamin D, thiamine, riboflavin, niacin, and 
vitamin B.,. 

Analysis (submitted by manufacturer).—The following analy- 
ses are for both concentrated and 1:1 dilution. 


(oneentrated, 1:1 Dilution, 


Total «olit« 52.2 
Moisture , 75.6 ava 
Fat... 
Protein... 26 
08 
Caleium em om 
Phosphorus om 
0 ORS 0 


Vitamins (per can, which with 1:1 dilution makes about 1 
quart) 


Vitamin A tyes «6S PP. unite 
Thiamine 0.5 me 
Riboflavin 10 me 
Vitamin U.S. P. anite 
Ascorbic acid we. 
Niacin > me 
Vitamin Bis 2 mee 
Pyridoxine «mee 


Calories.—20 per ounce (1:1 dilution). 


t'se.—As a hypoallergenic food for infants, children, and 
adults suffering from milk allergies. 


The Chicago Dietetic Supply House, Inc., Chicago. 
Cellu Brand Unsalted Soy amaise. 

Ingredients: Soybean oil, eges, and cider vinegar in correct 
proportions to meet and exceed the federal standards for a 
mayonnaise dressing. 

Analysis (submitted by manufacturer).—Total solids 87.83%, 
moisture 12.17%, ash 0.14, fat (ether extract) 85.92%, pro- 
tein (N & 6.25) 1.53°%, crude fiber none, other carbohydrates 
(by difference) 0.24%, and starch none. 

Sodium.—17 mg. per 100 gem.; 4 mg. per 30 gm. (2 level 
tablespoonfuls average serving). 

Calories.—7.8 per gram; 234 per 30 gm. (average serving). 

Use.—In sodium-resiricted diets. 


Swift and Company, Chicago. 
Swift's Chicken for Babies. 

Ingredients: Lean boneless chicken (U. S. D. A. Inspected), 
water as broth and salt. 

Analysis (submitted by manufacturer).—Total solids 22.4%, 
moisture 77.6%, ash 0.9%, fat 7.5°%, protein 14.0%, salt 0.4%. 


Vitamins and Minerals Me. per }) Gm 


Thiamine... 0.015 
Ribottas in os 
Niacin... so 
Caleium Is 
Phosphorus l’s 
Iron 


Calories.—1.24 per gram; 35.2 per ounce. 
Use.—In the feeding of infants, young children and in special 
diets. 


1802 EDITORIALS AND COMMENTS 


THE JOURNAL 


OF THE AMERICAN MEDICAL ASSOCIATION 
$35 N. DEARBORN ST. . . . CHICAGO 10, ILL. 
AUSTIN SMITH, M.D. 
Editor for Medical Abstracts . GEORGE HALPERIN, M_D. 


Subscription price . . Fifteen dollars per annum in advance 


THE MIAMI MEETING 


The 1954 Clinical Meeting of the American Medical 
Association long will be remembered for its setting, the 
weather, and the enthusiasm of those responsible for the 
program. While the actual preparation of any large meet- 
ing requires months of work by many persons, the mem- 
bers of the local committee in Florida and the staffs of 
the Dade County Medical Association and Florida Med- 
ical Association deserve special mention. They and the 
lecturers and exhibitors turned what was expected to be 
an excellent meeting into a truly outstanding affair. 

From time to time in THe JoURNAL will appear state- 
ments on the meeting. In this issue, for example, are 
statements by Walter B. Martin, Elmer Hess, Oveta Culp 
Hobby, Seaborn P. Collins, and Edwin J. Faulkner. In 
subsequent issues will be an abstract of the proceedings 
of the House of Delegates, pictures taken at the meeting. 
pictures of the medically sponsored Health Fair, and 
special statements on some of the more important actions 
of the House of Delegates and of the Board of Trustees. 
In time the official proceedings of the House of Delegates 
will appear in a bound booklet that will be available 
through the office of the Secretary of the Association, 
Dr. George F. Lull. 

In his address to the House of Delegates, Walter B. 
Martin outlined some of the problems confronting med- 
icine today. He stressed among other things the impor- 
tance of the physician's being informed of the need of 
the community, the state, and his country. In this respect 
Dr. Martin referred to insurance coverage, a reference 
that provided an appropriate setting for addresses by 
Mrs. Oveta Culp Hobby, Secretary of the Department 
of Health, Education, and Welfare, and Edwin J. Faulk- 
ner, president of the Woodmen Accident and Life In- 
surance Company and past-president of the Health and 
Accident Underwriters Conference. These two speakers 
presented opposing viewpoints on the controversial pro- 
posal for remsurance of health insurance plans by what 
many claim amounts to government subsidy. Their ap- 
pearance obviously made even more interesting the pro- 
ceedings of the House of Delegates, but, more important, 
members of the House could hear firsthand some of the 
arguments pro and con. Everyone agreed that it was an 
enlightening experience. 


1. Goodwin, R. A.: Modern Management of Pulmonary Tuberculosis: 
Principles and Concepts, Ann. Int. Med. 41: 328-332 (Aug.) 1954. 
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The scientific program was designed primarily for 
practitioners, particularly those in general practice. Med- 
icine, surgery, pediatrics, obstetrics, gynecology, and 
other broad fields of interest were presented with a view 
to offering new and useful information. Supplementing 
this were motion pictures, television programs, and, of 
course, the scientific and technical exhibits. It is no won- 
der that so many doctors refer to these meetings as “post- 
graduate courses.” 

Following the meeting was the presentation of a Health 
Fair offering 80 exhibits for the general public. What 
is new in health, what is healthful living, and what is good 
medical care were questions answered by the exhibits, 
which were presented by many organizations, including 
the American Medical Association. This was the first 
time that such a fair followed a Clinical Meeting, but 
such a venture could not have been held in a more pleas- 
ant setting. The fair was offered under the auspices of the 
Dade County Medical Association. It was called an edu- 
cational experiment, but such presentations are now be- 
yond the experimental stage. 

One of the problems currently facing those interested 
in medical education is how to obtain financial support 
for medical schools. Many—but not enough yet—physi- 
cians are personally contributing to the schools from 
which they graduated and to the American Medical Edu- 
cation Foundation. A substantial boost in morale, as well 
as a worthy contribution, was made by the Utah State 
Medical Society when it presented at the Miami meeting 
a check for $10,355 as that society's contribution ob- 
tained through increasing its membership dues by $20. 
In presenting the check, Dr. George M. Fister expressed 
the hope that every state medical society would take a 
similar action. 

The Miami meeting is now a thing of the past, but the 
memories will linger for a long time. Also, many of the 
actions taken by the House of Delegates, the Board of 
Trustees, and some of the councils and committees will 
require much time, even years, for completion. However, 
the enactment of these directives is now under way, and 
progress will be reported at the next meeting of the 
American Medical Association, which will be in Atlantic 
City, June 6-10, 1955. It is not too early for physicians 
and their families to begin making plans for this meeting 
so that they can hear in person the reports, see the ex- 
hibits, listen to lecturers, watch demonstrations, and re- 
new old friendships. And those who know the city need 
not be reninded of the attractiveness of this area for a 
vacation. Regardless of the motive, thousands of doctors 
will be converging on Atlantic City almost within six 
months. More on this subject will appear in this and 
other sections of THe JOURNAL in the weeks to come. 


MANAGEMENT OF TUBERCULOSIS 


In a review of the modern management of pulmonary 
tuberculosis Goodwin ' calls attention to the fact that 
prolonged chemotherapy and rest are most effective early 
in the course of tuberculous infection. Whereas formerly 
the goal of treatment was to prolong life it is now to cure 
the disease and prevent relapse through maximal resolu- 
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tion of reversible lesions, closure or eradication of open 
lesions, and maximal healing of chronic residual lesions. 
Lasting arrest of the disease still depends on the develop- 
ment of resistance in the host. The best chemotherapy 
still consists of a combination of streptomycin and 
p-aminosalicylic acid or isoniazid and p-aminosalicylic 
acid, many physicians preferring the latter combination. 
This therapy should be continued until at least six months 
after closure of cavities, return of negative sputum, and 
stabilization of the roentgenographic findings. Strepto- 
mycin and isoniazid should not ordinarily be used simul- 
taneously, as one of them should be withheld for use if 
the tubercle bacillus becomes resistant to the other. In 
acute, rapidly progressive forms of tuberculosis, such as 
meningitis and general miliary disease, all of these drugs 
may be used simultaneously until the emergency has 
passed. Some believe that isoniazid is the best of the 
three drugs in tuberculosis of the nervous system, in- 
cluding meningitis, inasmuch as it has a better penetrat- 
ing effect than p-aminosalicylic acid or streptomycin. 

Although prolonged chemotherapy and rest heals most 
non-necrotic lesions it does not kill all the organisms in 
the necrotic lesions. Patients with such lesions require 
collapse or resection. Although pneumothorax fell into 
disrepute because of the danger of empyema, broncho- 
pleural fistula, unexpandable lung, or loss of pulmonary 
function due to thickening of the pleura, its use, preceded 
by two or three weeks of antimicrobial drugs, is being re- 
vived and administration of the drugs is continued along 
with the pneumothorax. Good evidence has accrued to 
show that such complications as empyema and thicken- 
ing of the pleura rarely occur in patients treated in this 
manner. Collapse by pneumoperitoneum is still used, es- 
pecially in patients with bilateral involvement and cavities 
in the lower portion of the lungs. Thoracoplasty is a valu- 
able means of closing cavities persisting in the upper por- 
tion of the lungs after prolonged chemotherapy and rest. 
Rese-tion is used to promote arrest of the disease in pa- 
tients with otherwise uncontrolled necrotic lesions or to 
remove such lesions with a view to preventing relapse. 

It is essential in all patients to plan the treatment best 
suited to the individual in the light of an evaluation of 
the character of his disease and the probable effective- 
ness of his immune processes. Such a plan must be modi- 
fied according to the patient's response. Vigorous early 
treatment gives the best results. The exact value of rest 
and the necessity of resections performed primarily to 
prevent relapse are still controversial subjects on which 
further light will undoubtedly be shed in the future. 


EPIDEMIC KERATOCONJUNCTIVITIS 


Epidemic keratoconjunctivitis received considerable 
attention during the early stages of World War II, when 
it proved a major problem in large industrial plants. 
After 1943, however, the disease in its epidemic form 
seemed to disappear except for two small outbreaks in 
California during 1947-1948, with a corresponding 
waning of interest in ophthalmological circles as meas- 
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ured by the number of articles appearing in the literature. 
A recent upsurge of interest in epidemic keratoconjuncti- 
vitis as a clinical entity has occurred as a result of 
reports of a large epidemic in an industrial plant in Wind- 
sor, Ontario, Canada,’ several small epidemics in a num- 
ber of Midwestern ophthalmological clinics,’ the iden- 
tification of the reported causal agent as St. Louis en- 
cephalitis virus,’ and the claim of a fresh isolation in 
Turkey.’ 

Epidemic keratoconjunctivitis is characterized by 
acute conjunctivitis, which is followed some days later by 
keratitis and the formation of subepithelial corneal 
opacities. The disease is usually limited to one eye, but in 
some epidemics bilateral involvement occurs. In most 
cases, the preauricular glands on the affected side are 
enlarged. With the onset of the keratitis, ocular pain, 
discomfort, and a sensation of the presence of a foreign 
body ensue. Lacrimation, photophobia, and blurring of 
vision are other common symptoms. As a rule, corneal 
opacities, which range in number from a few to several 
hundred, appear within one to three weeks after the 
onset of the disease. 

According to Cockburn,’ epidemic keratoconjuncti- 
vitis should be regarded as a disease that has attained 
world-wide proportions. It occasionally reaches epi- 
demic proportions in the United States in industrial 
plants. All investigators agree that no organism of a bac- 
terial nature can be considered to be the causative agent, 
nor can a Virus, insofar as has been studied in this coun- 
try, be considered to be the responsible factor. Virus 
studies abroad are still inconclusive. 

Since doubt has been cast on the causative role of 
strains of the virus said to be responsible for epidemic 
keratoconjunctivitis, Cockburn asserts that the present 
status of the disease differs little from the time it first be- 
came a problem in the United States more than a decade 
ago. Apparently, the only significant progress that has 
been made is the widespread recognition by ophthalmol- 
ogists of its potentialities as a disease. He proposes that 
a research program attacking the problem of epidemic 
keratoconjunctivitis include such basic issues as the na- 
ture of the causative agent, the production of a simple 
serologic test to be used for diagnostic purposes, a study 
of methods of transmitting the disease, and the treatment 
of patients. Such a program would require the collabora- 
tion of ophthalmo'ogists, laboratory workers, epidemi- 
ologists, and industrial medical officers. Until this is 
undertaken, it seems likely that the problem of epidemic 
keratoconjunctivitis will continue to harass the opthalmo- 
logical world. 


1. MeGavin, M. F.; Boley, J. P.. and Ormsby, H. L.: Epidemic 
Keratoconjunctivitis, Canad. M. A. J. @@: 137, 1953. 

2. Cockburn, T. A.; Nitowsky, H.; Robison, T., and Cheever, F. S.: 
Epidemic Keratoconjunctivitis: A Study of a Small Epidemic, Am. J. 
Ophth. 36: 1367, 1953. 

3. Ruchman, 1.: Relationship Between Epidemic Keratoconjunctivitis 
and St. Louis Encephalitis Viruses, Proc. Soc. Exper. Biol. & Med. 
77: 120, 1951. 

4. Sever, F. N.: Cultivation of Virus of Epidemic Keratoconjunctivitis 
on Chorioallantoic Membrane of Fertile Eggs, A. M. A. Arch. Ophth. 
49; 293 (March) 195}. 

5. Cockburn, T. A.: The Present Status of Epidemic Keratoconjuncti- 
vitis, Am. J. Ophth. 38: 476, 1954. 
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ORGANIZATION SECTION 


PRESIDENTS ADDRESS BEFORE HOUSE 
OF DELEGATES 


Address to the House of Delegates by Walter B. Martin, M.D. Presi- 
dem of the American Medical Association, at Miami, Fia.. Nov. 29, 1954. 


As President of the American Medical Association, I feel it 
is my privilege and duty to report to you who constitute the 
supreme policy-making and legislative body of the American 
Medical Association. This report is concerned with events that 
have transpired during the past six months and further con- 
sideration of certain matters of immediate ‘importance. Twice 
each year the officers and trustees of our Association have an 
opportunity to consult you directly, and we look to you for 
just criticism and for advice and guidance. 

During this meeting you will receive the report of your 
Legislative Committee, and 1 would emphasize here the very 
fine work that has been done by that Committee. In the 83rd 
Congress, 407 measures of medical interest came before it. 
Many of these bills were enacted into law. Our testimony was 
given on numerous other proposals that were rejected or not 
brought out of committee. None of the bills that were enacted 
were opposed by the American Medical Association except 
that portion of the Social Security bill, now a public law, 
having to do with procedures for waiving premiums during 
periods of disability. The method adopted constitutes a serious 
defect in the law, and amendment should be soug'tt. Congress 
also declined to act on a number of bills of considerable im- 
portance. Some of these bills will no doubt be again introduced 
into the next Congress. | would emphasize the importance of 
the work of the Legislative Committee and the Washington 
Office in keeping the profession informed concerning the 
development and progress of federal legislation in the field of 
health. It is the duty of organized medicine, national, state, 
and iocal, and of the individual physician to concern them- 
selves with health legislation and to give to the legislative 
bodies their considered judgment as to the effect of proposed 
measures for good or evil on the medical welfare of the people. 
We have been and will be assailed from many quarters for 
this position. If you become downhearted because of this, you 
might go back 45 years and read the presidential address of 
Dr. William Welch, in which he stated: 

Organized effort is a distinguishing mark of modern civilization. lk is an 
essential for the advancement of science, of education, of social and in- 
dustrial reform, or philanthropic endeavor, as for the promotion of com- 
merce. With the remarkable progress of medical science during the last 
three decades, man's power to control disease has been vastly increased 
and the sphere of usefulness of the physician has been correspondingly 
widened, and with the advancing knowledge, will continue to expand 

Among the organized forces for advancing the prosperity, the happiness 
and the well-being of the people of this country, the American Medical 
Association has an important part to play. We are justified in the confidence 
that with the united support and loyalty of the profession, this Association, 
broadly representative and standing for the best ideals of medical swience 
and for professional and civic righteousness, will contribute a beneficent 
share in the working out of our national destiny. 

I think you will admit that here you are in very good company. 

During the coming year we will continue to be beset by 
problems, particularly in the social and economic fields of 
medicine, that will demand our conscientious and prayerful 
consideration. Not long ago | tabulated these and came up 
with a list of 30 that | thought important. Today I can touch 
on only a few of these. 

Of first importance is the continued effort to meet the medi- 
cal needs of the low-income and other noninsurable groups. 
These together constitute a segment of our population amount- 
ing to not less than 30 million people. We have committed 
ourselves to the policy that the medical care of this group is 
the responsibility of the states and localities with determination 
of both economic and medical need at the local level. There 
remains, however, for us to work out methods of accomplishing 
this on a broad scale. This will require the active cooperation 
of all our state, district, and county societies working with 
hospitals and other social units. Our Council on Medical Service 


is Striving diligently in this area, and it must be supported with 
sufficient funds to speed its endeavors. It must also have your 
united backing in activating its findings and recommendations 
in every part of our country. The forward sweep of voluntary 
methods of prepaying the cost of health care continues. The 
latest reports indicate that now over 100 million people have 
some form of hospital coverage, over 85 million for surgical 
care in hospitals, and over 45 million for medical care in 
hospitals. The major medical or catastrophic sickness insurance 
is expanding rapidly and, I believe, will have even greater 
growth in the coming year. Further efforts should be directed 
to extending coverage in areas not now well protected and to 
improving the quality of protection. I believe that it has been 
fully demonstrated that the American people want protection 
against the hazards of illness and are willing to pay for it. 
It is part of our responsibility to sce not only that this desire 
is fulfilled but that the quality is satisfactory and its usage is 
not abused. 

Health facilities have continued to expand. This expansion 
will, 1 believe, be further stimulated by the adoption by the 
last Congress of the President's proposal for expansion of 
the Hospital Survey and Construction Act and the emphasis 
placed on construction of convalescent and chronic disease 
institutions. These will not only provide needed additional 
facilities but will relieve some of the financial burden on our 
conventional hospitals. The problem of hospital financing still 
remains a serious one. Our profession and the hospitals are 
closely allied in their purpose of providing the best possible 
care for all the people and of keeping our institutions con- 
stantly abreast of modern medicine. We, as physicians, should 
devote our best efforts to supporting the hospitals in their 
proper activities in the field of health, by conserving their 
resources and by gaining for them the financial support they 
need. They can be aided by further extension of insurance 
payments and by direct payment through philanthropic, state, 
and local governments and by other agencies for those not 
able to meet the cost of hospital care at the time when illness 
occurs. Other problems have arisen in many parts of the coun- 
try between hospital administrations and the professional staffs. 
I believe much of this has been due to lack of a proper under- 
standing of the viewpoints and purposes of the two groups. 
1 would urge that the recommendations of the American Medi- 
cal Association and the American Hospital Association be 
widely carried out by developing effective liaison between hos- 
pital administrators and the professional staffs. Where differences 
arise that cannot be resolved by direct negotiations, arbitration 
should be sought. Medicine earnestly desires to find a means 
by which medical practice can be carried on in the hospital 
under conditions that will best serve the welfare of the patient, 
protect the interest of the hospital and the medical profession, 
and maintain conditions of practice that will permit continued 
professional and scientific advancement. These objectives can 
be reached through various ways. lt must be recognized, how- 
ever, that the practice of medicine is a profession and not a 
corporate prerogative. 

During the coming year, we should diligently seck a solution 
to the problems of medical care of dependents of service 
personnel. This should assure effective care of these dependents 
and in such a way as to maintain the morale of the members 
of the armed forces and at the same time not have an un- 
favorable impact on civilian medical services. We all desire 
to support and strengthen our armed forces, and we recognize 
their needs. We are also aware of the harmful effect on our 
national economy and welfare of undue dissipation and dis- 
persion of our total medical resources. We recognize the fact 
that the present system is unfair to the dependents of service 
personnel as a whole, in that the availability of medical service 
facilities of the armed forces varies widely and is entirely 
inaccessible to many. I believe the matter can be solved by a 
proper application of insurance principles. 
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The past year has scen a further increase in the number of 
graduates of our medical schools and continued expansion of 
postgraduate medical education. The number of medical gradu- 
ates will be considerably augmented when the 10 new medical 
schools under way or projected are brought into full operation. 
These gratifying facts, however, have not diminished the con- 
tinued need of the medical schools for further financial assist- 
ance. While the growth of funds being raised through our 
Medical Education Foundation is gratifying, they are not yet 
sufficient to meet the urgent needs of the schools. The American 
Medical Association from necessity must curtail its contributions. 
This should prove a stimulus to all our members to assume 
this obligation in an effective way. I would call your attention 
to the fine example of Illinois, California, Arizona, Nevada, 
and Utah and urge that you imitate their example and follow 
their leadership. This Association, through its membership, 
should be and is capable of raising not less than 3 million 
dollars annually. If we actually discharged a substantial part 
of the obligation we owe our schools for our medical educa- 
tion, we would raise many times that amount. I urge that 
every state initiate an active campaign to bring up the level 
of their contributions to the level of those states that are 
pointing the way. 

The Woman's Auxiliary has been very active in the support 
of the medical education foundations. Not only has the national 
organization made a substantial contribution cach year, but 
many state organizations have been active and effective in 
raising funds. This is only a part of their contribution to medi- 
cine. Their nursing recruitment programs have been highly 
successful in many areas, and the number of applicants now 
secured by the nation’s schools exceeds any previous experience. 
Their campaign in support of Today's Health has brought in 
over 60,000 subscriptions. They have greatly strengthened that 
worth-while publication. It needs further strengthening, how- 
ever, if we are to eliminate its annual deficit. Its value to 
American medicine is very high, and the service it is rendering 
health education is outstanding. It deserves greater support 
than it is now getting from our profession. Our Auxiliary has 
been active in many other areas. The members and officers 
deserve a fuller recognition for their devoted service to medi- 
cine. 

In these days of international organizations that are con- 
cerned with medicine or touch on medicine in many important 
aspects, it is necessary that we maintain strong contacts with 
these agencies through the World Medical Association. In that 
organization, the medical fraternity of the world has a common 
meeting ground for the discussion of common problems. From 
that vantage point can be seen the effect of certain social 
changes on medicine in other countries. These areas have been 
a proving ground for theories that are often so glibly advocated. 
Much can be learned through the World Medical Association 
that will forewarn us, and I believe American medicine has an 
unequaled opportunity to impress our ideals and the value of 
our practices on the other peoples of the world. | would be- 
speak your interest and aid for the American supporting com- 
mittee of the World Medical Association. 

I have spoken of certain activities of this Association that 
I believe are important. Some of these will involve further 
drains on the funds of the Association. The activities of the 
American Medical Association are steadily expanding, and 
more demands on our financial resources are constantly being 
made. The report of the present state of our finances will come 
to you for your consideration. The influence of this Avssocia- 
tion on medical education, medical research, health education, 
and in promoting better medical service is continuing to grow. 
We should meet these expanding needs. We may have to con- 
sider at some time whether to curtail certain of our worth- 
while activities or to meet these needs by providing greater 
funds through larger contributions from our membership. In 
our efforts to meet these needs, we are developing stronger 
ties and more effective liaison between the American Medical 
Association, the state societies, and the local societies. There 
is also a need in each local society for bringing more of their 
own members actively into society work. The importance of 
organizations in promoting the purposes and objectives was 
strongly stressed, as I have pointed out, by Dr. Welch in his 
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address to the Association 45 years ago. Medicine is not only 
a science and an art, but it is also a social force. Properly 
directed and closely supported by its membership, it can be 
one of the most potent and beneficent agencies that now exist 
for the betterment of our country. To be fully effective, there 
must be a wider recognition by our members of their duty to 
society. Medicine belongs to the people. We are merely its 
purveyors. We are fortunate as physicians to be among those 
chosen to carry on the high traditions of one of the great 
learned professions. Possessing knowledge in this field that 
others do not possess, we have a very solemn obligation to 
use this knowledge rightly and to observe the oath that we 
have taken. This obligation goes beyond our own private 
practice and into the community. We have not met our obliga- 
tion unless we look beyond ourselves to the need of our im- 
mediate area, our state, and our country. The medical welfare 
of our people can best be served by strong local socicties, 
laboring diligently for the total good of their own people. 
These socictics, firmly bound to their state sociectics and to 
their national association, can become a strong and moving 
force for the healing of the nation. 


PUBLIC SERVICE MEANS PERSONAL SACRIFICE 


Keynote oeddress by Elmer Hess, MD... President-Plect of the American 
Medical Association, before the Public Relations Conference at Miami, 
Fia., Nov, 28, 1954, 


“The amenities of professional intercourse, and the obligations 
of medical men toward each other and the public, were perhaps 
better observed in 1850 than now. Then the doctor, next to the 
minister, was the trusted friend and counselor of every family 
to whom he ministered. He shared their joys, soothed their 
sorrows, and every passing year added to and cemented the 
attachment of affection between them. Now the doctor is 
regarded more in the light of a tradesman or mechanic and is 
emploved from the same consideration that a grocer, tailor, or 
shoemaker is. The strong ties of gratitude and affection have 
almost ceased to exist. Relationship is now placed upon a mere 
commercial basis, and for this the profession is more to blame 
than the public.” 


This statement was made by a Peoria, Il, physician 72 years 
ago—in 1882. Dr. Harold Camp, secretary of the Hlinois State 
Medical Society, brought it to light recently. 'm sure you have 
heard the same view expressed many times in the past few years. 
1 know that I have. Nevertheless, the problem which seems to 
have existed then still needs attention today. Many approaches 
toward solution of the problem have been made in the past few 
years with varying degrees of success. | am sure that long before 
the concept of public relations as a special field of endeavor 
came to be recognized efforts were made to bring about a more 
favorable attitude by the public towards medical practitioners — 
although some of us have been indoctrinated in the belief that 
our difficulties developed comparatively recently. 

A public relations program, as I see it, is a concentrated effort 
to do good and to gain public recognition of such deeds. In too 
many instances the inverse attitude is maintained. A drum-beat- 
ing campaign is established to create the impression of altruistic 
purpose with no sincere desire to back up fine words with suit- 
able deeds. Another mistaken notion held by some firms and 
organizations is that the mere employment of public relations 
counsel and/or public relations staff is an automatic guarantee 
of good favor with the public. To get the best out of a P. R. 
director or counsel, top officials of the organization must take 
him into complete confidence. Public relations staffs function 
most efficiently when they know their directors have such back- 
ing. | do believe that by and large our medical socictics have 
avoided these two pitfalls. As a result we have established good 
rapport with most of our publics, especially in the last four or 
five years. 

Despite the criticism which is frequently heaped upon our 
profession, | find that the general public attitude toward physi- 
cians is one of high regard, although not necessarily warm. The 
press is now less critical of doctors as interviewees because we 
have made it easier for reporters and physicians to get together. 
Radio, television, and magazine writers have come to regard us 
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as good, friendly, and reliable sources of material for broadcasts 
and articles because our medical societies have encouraged their 
members to be participants. A greater understanding of the 
medical profession by lay groups is being obtained because of 
our increasing willingness to cooperate with them and take part 
in their programs. These and many other accomplishments are 
encouraging, but the job is far from completed. You will note 
that I said the public attitude toward the medical profession is 
favorable but not necessarily warm. | wonder if the basic reason 
for this does not siem from our own attitude toward the public? 
Could it be that we have been so concerned with trying to 
fathom the minds of our patients and the other lay people we 
deal with that we have overlooked a real need for a soul-search- 
ing on our own part’ Is it possible that we spend too much 
time telling cach other what great humanitarians we are while 
the pot of lay discontent is boiling over in the next room” 

1 know this is an old story, but I think it bears repeating. 
What about our fees, and medical cosis in general? We have 
taken mu.h of the mystery out of doctors’ fees in recent years 
and have made a sirong effort to encourage frank discussion 
between doctor and patient. Yet, what does actually happen in 
a physician's office when the subject of fees ts brought up? All 
too frequently the patient's inquiry is referred to a third person 
—the doctor's secretary, a bookkeeper, a credit man, or some 
other individual whom the physician designates to keep his rec- 
ords straight. No matter how skillfully these people handle the 
subject, it is difficult for the patient to escape the con-lusion 
that the doctor's fees are set arbitrarily by the laymen employed 
in his office, and the personal touch is lost. Furthermore, people 
are reluctant to discuss their private financial affairs with sub- 
ordinate personnel whom they regard as being on an equal foot- 
ing. I think the least a doctor can do is to show some personal 
concern over his patient's ability to take care of his medical 
bill, even if all details of the actual financing are handled by 
some employee in his office. I think, too, that the doctor should 
regard very seriously his responsibility to advise his patients 
that the over-all cost of treatment involves more than just fees 
for cxamination and service. Expensive medi.ations and hospital 
care can do much to wreck the economic siability of a family 
with modest means. The tendency of the lay person is to lump 
these costs with the doctor's bill. As a result the blame for high 
cost of medical care ts laid at our door. The physician can 
control these costs to a certain degree by using discretion in 
prescribing medicaments and ordering treatments at the hos- 
pital. | would say a good rule to follow is: treat your patient's 
pocketbook the sume as you would your own. Extravagance can 
lead only to grief, w)cther you are dealing with your own moncy 
or that of some other person. If aspirin will do the job, why 
order sulfa’ 

Any discussion of fees goes hand-in-hand with the subject of 
ethics. It has been my experience that most medical men firmly 
adhere to the fundamental principle which every decent phy- 
sician believes, namely, that “a physician should be an upright 
man instructed in the art of healing.” If a man is good in his 
heart, then he is an ethical member of any group in society; 
if bad in his heart, he is an uncthical member. To me, the ethics 
of medical practice is as simple as that. So far as | am concerned 
the most important rule that physicians should follow is that 
we must care for the sick and infirm, regardicss of fees, salaries, 
or honorariums. The backbone of medical ethics is summed up 
in a short sentence: “Service to suffering humanity, period.” All 
the rules and regulations that have been written to instruct a 
physician as to how he must conduct himself in his practice 
cannot be considered fundamentally as ethics but only as broad 
rules and regulations for his guidance. The practice of medicine 
is an individual, personalized service to which every patient is 
entitled regardless of his means 

Organization-wise, the American medical profession has at 
its disposal the services of hundreds of lay people who are just 
as dedicated to the cause of medicine as are the doctors. They 
are the executive secretaries of our medical societies, the public 
relations personnel, the field service men, council and commit- 
tee secretaries, lawyers, laboratory technicians, librarians, and 
the many, many clerks and stenographers who work with them. 
1 am sure that without these people many of our medical organi- 
zations would cease to function. Through them we have the 
opportunity to approa.h the general public most objectively. 
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They come to us not as patients or employees but as partners 
striving to achieve perfection in our service to humanity. We 
are wise when we follow their counsel; we are foolish when we 
choose to ignore it. In the examining room or the hospital, a 
doctor may be master of the many complicated biological and 
pathological disturbances that afflict mankind. But outside of 
these familiar surroundings, in a materialistic world concerned 
with political and social strife, flying saucers, and the weekend's 
football results, the busy practicing physician is like a plane 
without an engine—he's grounded. That is when we most need 
the skills of the specialists | have just enumerated. They serve 
as our bird dogs (if you will pardon the expression). They scout 
for us and keep us aimed in the right direction in dealing with 
people who are just people and not case histories. 

There is nothing wrong with the public relations of the medi- 
cal profession that a willingness on the part of physicians to 
“give a little” will not cure. The attitude should be not “What's 
wrong with the people?” but “What's wrong with the way I 
am doing things?” An understanding of the general public's prob- 
lem ts essential toward the cultivation of this attitude. Doctors 
must remember that laymen as human beings are very much 
concerned with their own respective problems. They do not have 
the time to bother with the problems of a profession which they 
feel is well compensated financially as well as spiritually. They 
would like more personal consideration from their physicians. 
Not all of our criticism comes from “crackpots.” A good deal 
of it emanates from individuals well endowed with intelligence, 
albeit somewhat lacking in sound information. At A. M. A. 
headquarters and in the state and local medical societies we 
have the tools with which to do a good job of public relations. 
Let's use them. Words alone are not sufficient to conviace a 
cynical public of the humanitarian purposes of medicine. Let 
us not just try to convince the public; let us do for the public. 


ADDRESS OF HEW SECRETARY HOBBY 


Address by Oveta Culp Hobby. Secretary of Health, Education, and 
Welfare, U. S. Public Health Service, before the House of Delegates of 
the American Medical Association, Miami, Fia., Nov. 29, 1954. 


I am happy once more to mect with the House of Delegates 
of the American Medical Association. It provides a very wel- 
come opportunity to discuss with you some of our national 
problems of medical care. It also gives me the chance to thank 
the American Medical Association for the support and advice 
which it has given the department in the health field. I refer to 
the extension of the hespital construction program to include 
chronic disease hospitals, nursing homes, medical rehabilitation 
centers, and diagnestic and treatment centers, and to the Presi- 
dent’s bold vocational rehabilitation plan to permit thousands 
more disabled civilians to be restored to useful and happier lives. 
In these—and other matters—we have sought a common ob- 
jective: better health facilities for the American people. That 
objective was cloquently set forth in President Eisenhower's 
message to the Congress last January: “No nation and no ad- 
ministration can ever afford to be complacent about the health 
of its citizens. While continuing to reject Government regimenta- 
tion, we shall with vigor and imagination continuously search 
out by appropriate means, recommend and put into effect new 
methods of achieving betier health for all of our people. We 
shall not relax in the struggle against disease. The health of our 
people is the very essence of our vitality, our strength and our 
progress as a nation.” 

In seeking to further this objective, we in the Department of 
Healih, Education, and Welfare and you in the American Medi- 
cal Association have, as | have mentioned, agreed on a number 
of major means. We have agreed, for example, that the system 
of voluntary health insurance is an effective mechanism through 
which the majority of Americans can help pay their medical 
care costs. We are on common ground in the objective of 
strengthening and supporting the healthy growth of this system. 
The President has proposed a system of health reinsurance 
which, in our opinion, would further this mutual objective. You 
have generously invited me here to discuss with you that pro- 
posal. And | am very glad to have this chance to do so. 

Let me begin by setting forth our view of the basic problem. 
In essence, it is quite simple and arises from the fact that the 
over-all cost of medical care has been steadily rising during the 
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past several years. Jn 1948, total private expenditures for medical 
care amounted to approximately 7.2 billion dollars. By 1953— 
a space of six years—they had risen to 9.9 billion dollars. Private 
expenditures for medical care, by definition, of course, include 
expenses for physician services, hospitalization, drugs, nursing 
services, dental care, and the like. In 1948, approximately 61 
million persons had some form of voluntary health insurance. 
By the end of 1953, approximately 99 million people were 
covered by some form of healih insurance—a tremendous ad- 
vance. Yet—and I want to stress this point—in 1948, 6.6 billion 
dollars of the total medical bill was not covered by voluntary 
insurance. In 1953, approximately 8 billion dollars was not 
covered by insurance. Even though 38 million more people had 
some form of health insurance in 1953 as compared with 1948, 
private medical bills not covered by insurance increased by 1.4 
billion dollars. In brief, despite the remarkable gain in the num- 
ber of people having some protection from prepaid insurance 
and the increase in insurance benefits, the dollar gap between 
total private expenditure for medical care and that part paid for 
by insurance continued to widen. 

How were we, in the words of the President, to “search out 
by appropriate means, recommend and put into effect new 
methods of achieving better health. . . .”? In seeking means to 
accomplish the President's objective, certain elements had to 
be present. First, the means had to be compatible with the high 
professional standards of the profession which you represent. 
Second, the means had to preserve the important principle of 
free choice of physician by the patient. Third, the means had to 
keep inviolate the doctor-patient relationship. Moreover, any 
such proposal had, we felt, to be compatible with the concept 
of voluntary insurance which has gained wide acceptance over 
the past two decades. It had also to be, in our view, true to the 
historic American principle of opportunity for self-help—to 
which the President is dedicated. 

There have been a number of medical care proposals over the 
years which do not meet these criteria. They have ranged from 
national compulsory health insurance to a do-nothing policy. 
Let us consider some of them: First, the proposal for national 
compulsory health insurance. We rejected—and we continue to 
oppose—the concept of national compulsory health insurance. 
Compulsory insurance has been objected to for a variety of 
reasons. But, it scems to us, there are two over-riding reasons 
for ruling out this approach to the problem. |. It was—and 
remains—our strong conviction that such a proposal would not, 
in fact, achieve the objective of better health for more of the 
American people. 2. It would be crushing in terms of cost, would 
tend to be wastefully inefficient, and might potentially debase 
high American standards of medical care. 

The second group of proposals called for federal-state grants 
to subsidize nonprofit voluntary insurance coverage, for all or 
for some segments of the population, within the framework of 
state plans and under the administrative supervision of state 
agencies. Such subsidies, in our view, are not consistent with the 
principle of self-help. Indeed, they might well act as a deterrent 
to the purchase of health insurance by some of those who could 
best afford it. Third would be to take no action at ail. Such a 
course denies the immediacy of the medical care problem. A 
do-nothing policy would represent failure to act in the face of 
undeniable fact and an abrogation of responsibility to the 
American people. A do-nothing policy, moreover, would not even 
maintain the situation in status quo. If the experience of the last 
six years were to continue, a do-nothing policy would result in 
a year-by-year widening of the gap between medical care costs 
that are covered by voluntary insurance and the total cost of 
medical care in the United States. 

The fourth course of action—and the one we have proposed— 
is the active support of voluntary health insurance. In order to 
help voluntary health insurance to close the gaps in coverage 
and benefits, we have urged a voluntary reinsurance system. It 
is, we believe, the only proposal that is clearly consistent with 
the principle of self-help. It is consistent with the maintenance 
of high professional standards. It preserves the principle of free 
choice of physicians. It preserves inviolate the doctor-patient 
relationship. Before discussing reinsurance I want to make one 
thing very clear: There is no magic in reinsurance. It is not a 
cure-all. It will not be effective among all groups in the popula- 
tion who need the protection that voluntary insurance offers. 
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As I pointed out in my testimony last year, the health reinsurance 
proposal, in my opinion, would not benefit approximately 30 
million people. They form that segment of the population that 
cannot be covered by voluntary health insurance. This group is 
made up of indigent people, those already chronically ill and 
hospitalized, and those people in various institutions throughout 
the land. Many, if not most, of this group will have to be reached 
through other means, such as welfare programs and private 
charity and city, county, and state hospitals, and the like. I 
believe there is complete agreement between the department 
and the American Medical Association on this point. 

The health reinsurance proposal does offer the opportunity 
to provide more people with health insurance and to provide 
better health insurance. It offers this opportunity to the 30 
million people not now covered but who can afford to purchase 
voluntary health insurance. And it offers the opportunity for 
improved coverage for a sizeable segment of the 99 million who 
now have some health insurance. If adopted by the Congress 
and if used by the insurance organizations, which will thereby 
expand coverage, it is a method which will result in substantially 
increased payment of medical costs through insurance. It will 
operate in the best interests of the individual American, the 
medical profession, and a government dedicated to the task of 
building a better, a healthier, and a stronger America. So much 
for our evaluation of the proposals and the conclusion which 
we have reached. Although no one can say exactly how widely 
or how well it will work, the stake—the health of many millions 
of Americans—is very high. It is a program of action—in an 
area in which little effective action has been taken. 

Reinsurance is a sysiem of pooling insurance risks. The con- 
cept has been widely used in the insurance industry—in, for 
example, life, marine, and casualty insurance. It represents, in 
private industry, the marriage of reasonable caution and neces- 
sity. Through reinsurance, a given insurance organization can 
enter into more active and broader underwriting in new areas of 
uncertain risk and at the same time maintain and protect the 
reserves required by law in the interests of the policyholders. 
The health reinsurance proposal represents what we believe to 
be necessity. It offers opportunity for self-help without subsidy. 
It was not so long ago, as many of you will remember, that no 
carriers would insure against the catastrophic costs of illness. 
Similarly, most organizations considered it unwise to provide for 
more than short-term hospitalization. And a short time ago 
persons beyond retirement age could not buy health insurance 
except at prohibitive costs. Insurance experience over the years, 
however, has demonstrated that what at one time was considered 
an uninsurable risk at a later date has become recognized as 
insurable. As good as the progress has been, the amount and 
the type of health insurance policies are still far from suffizient. 
As an example of this, only 1,200,000 Americans last year were 
protected under major medical expense policies. Reinsurance 
has as a fundamental aim encouraging companies to write 
broader policies for more people. By establishing a federal re- 
insurance fund, experience that might not otherwise be gained 
by insurance organizations during the next 20 years may be 
compressed into a much shorter period of time. It is only through 
the accumulation of that experience that insurance organizations 
will be able to improve their policies. 

I want to make it absolutely clear that the reinsurance bill 
has important elements of what is known as co-insurance. 
Indeed, some of you may consider it to be essentially that. Let 
me explain these two terms. First, let us take co-insurance. If an 
industrial concern buys from the XYZ Insurance Company a 
$50 deductible insurance policy for its fleet of cars, the industrial 
concern then is, in a sense, a co-insurer. It assumes liability for 
the first $50 of damage on any car in the fleet in any accident. 
Furthermore, if the policy pays only 90% of the losses above 
the deductible, the industrial concern is also a co-insurer for the 
remaining 10% of the losses. Next let us consider reinsurance. 
if the XYZ Insurance Company decides that it does not want 
to assume all the risk on this fleet of cars, it may—by paying 
a fee—assign, or in other words reinsure, part of that risk with 
another insurance company or group of insurance companies. 
In this way, should the insured fleet have excessive losses, the 
XYZ Insurance Company's liability would have been substan- 
tially reduced. This is straight reinsurance. By providing for 
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the fleet owner to pay the first $50 of each claim—and 10% of 
the balance—XYZ Insurance Company can offer much lower 
premium rates. Thus, co-insurance works to the financial benefit 
of the fleet owner. 

How do the terms apply to the federal health reinsurance 
proposal? The proposal specifies that before the federal fund 
is liable for any claims a reinsured company must itself assume 
some loss above and beyond that anticipated in the calculation 
of its premiums. The bill provides that this additional loss, or 
“cushion,” equal one-cighth of the company’s anticipated ad- 
ministrative expenses. For all losses above this amount, the 
reinsurance fund would pay 75% and the company 25°. The 
net effect of this provision is to provide lower reinsurance rates. 
More important is the fact that companies have an actual dollar 
stake in devising plans that are sound and likely to succeed. A 
company can, by reinsuring with the federal reinsurance service, 
spread the risk of excessive aggregate losses in the same way as 
the XYZ Insurance Company I have used as an illustration. 
That is, health insurance organizations that use the reinsurance 
service for a particular plan not only will be reinsured but will 
also be co-insurers. 

There is no denying that certain risks exist in writing new 
types of health insurance. And there is no denying, therefore, 
that because of these risks there is some uncertainty in the 
insurance business about pushing further into this field. It is 
not that all insurance companies have been unwilling to pioneer 
in writing broader coverage. Some have tried—while many have 
been successful, some have run into real difficulties in attempting 
to do so. Through lack of actuarial experience, insurance organi- 
zations may not know, for one thing, what to charge. They do 
not know how far they can go in the extension of benefits—what 
can safely be included in policies or what should be left out. 
If the proposed method of reinsurance is passed by the Congress 
and utilized by the insurance organizations, they will be helped 
to gain this experience. If they do—and the plan works—we 
can, perhaps, look forward to a time when the federal govern- 
ment can step out of the picture. 

I have mentioned the fact that the reinsurance proposal will 
not accomplish all of the job of providing health insurance for 
all Americans. Several weeks ago I had a most interesting meet- 
ing with the members of your Liaison Committee—Dr. Walter 
Martin, Dr. Dwight Murray, Dr. James Reuling, Dr. David 
Allman, and Dr. Frank Wilson. Out of that meeting came a 
plan to sct up a joint task force with representation of the 
American Medical Association and the department to clarify 
areas of concern and to identify more clearly that segment of the 
population that cannot be covered by health insurance. I am 
tremendously interested, as Dr. Martin has told me you are, in 
that problem. In my opinion the vast majority of Americans 
favor the private, voluntary route to family security, and I be- 
lieve the health reinsurance proposal will make it possible for 
them. In my opinion, the majority of people do not want sub- 
sidized medical care. The reinsurance proposal is not a subsidy. 
And it is not, of course, compulsory. We need insurance against 
compulsory health insurance, and we firmly believe that 
the reinsurance proposal—if enacted—provides that kind of 
insurance. 

There are other features to the proposal for reinsurance that 
we should keep in mind. It is important, first, to remember that 
its success is entirely dependent on private initiative—on, in 
short, the willingness of insurance carriers to make it work and 
to work at it. It is important to keep in mind that, secondly, the 
program does not in any way interfere with the traditional re- 
sponsibilities of state agencies to regulate the insurance industry. 
Indeed, the National Association of Insurance Commissioners 
worked with the department's staff in clarifying the language of 
the bill seeking to make that point crystal clear. Under the pro- 
posed health reinsurance program, there is a difficult federal- 
state problem of establishing minimum standards for the types 
of policies that would be reinsured. We are at the moment con- 
sidering whether or not to include in the bill language outlining 
the types of coverage to be encouraged. There is, perhaps, real 
justification for doing so and spelling out some of the basic 
principles. As you will recall, the matter of control of the 
eligibility of specific policies for reinsurance was of major con- 
cern to the Congress. We are earnestly seeking answers to the 
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questions that have been raised on this point. We will very much 
welcome the suggestions of your Association on these important 
matters. 

In conclusion, may I say that the reinsurance proposal, I 
firmly believe, will encourage the medical profession, insurance 
organizations, and government to work together on a project for 
the improvement of the health of the great majority of the people 
of the nation. We need your help to accomplish this great 
objective. 


WHY FEDERAL HEALTH REINSURANCE 
IS NOT THE ANSWER 
Remarks of Edwin J. Faulkner, president, Woodmen Accident and Life 


Company, Lincoln, Neb., to the House of Delegates of the American 
Medical Association at Miami, Fla., Nov. 29, 1954. 


It is with deep appreciation of the honor that you have done 
me by asking me to speak to you on an important subject that 
I appear before this House of Delegates. Equally | am compli- 
mented to follow to your platform the distinguished and charm- 
ing Secretary of Health, Education and Welfare who has given 
you an able and lucid exposition of the administration's proposal 
for a plan of federal health reinsurance. Most of all, I recognize 
how important it is that you, the policy-determining body of 
the American medical profession, be afforded the opportunity to 
consider all of the facts and all of the arguments, both pro and 
con, that should be weighed in an objective analysis of this 
potentially far-reaching program. You and I are intimately con- 
cerned with this proposal—you because the members of your 
profession provide the principal health care services; 1, because 
my business is the financing of many of those services. It is 
appropriate that such a plan be tested against our special knowl- 
edge gained from daily contact with the problems that the pro- 
posal secks to alleviate. 

It is a priceless part of the American heritage to be able to 
hold and to express one’s own opinion on matters of public 
concern. History teaches that the public good is best served 
when all points of view are put forward in a frank, vigorous and 
constructive way. No one in American public life today recog- 
nizes this morg clearly or is more adept at synthesizing the best 
of differing views than the distinguished gentleman who resides 
at 1600 Pennsylvania Avenue. Painful though it may be for 
many of us to Oppose on even one measure an administration 
that we greatly admire, it would seem poor citizenship not to 
speak out against a plan that we sincerely believe would be 
foredoomed to disappoint its proponents. We have been pro- 
foundly impressed and encouraged by the President's oft-repeated 
endorsement of voluntary private health insurance, by his 
opposition to compulsory insurance, or socialized medicine, and 
by his rejection of government subsidy for voluntary plans. The 
announced principles of the administration are those in which 
we believe as together we strive for the common objective of 
the best possible health for all Americans within the essential 
framework of democracy and private enterprise. We believe 
that the President was right when, while endorsing voluntary 
health insurance as the best way for most Americans to provide 
themselves with resources to obtain good medical care, he 
pointed out in his message to Congress on Jan. 18, 1954, that 
it is not necessary for government to go into the insurance 
business to furnish protection not now provided by private 
organizations. 

Proper evaluation of the federal health reinsurance proposal 
must be premised on a recognition that the problem of financing 
health care costs is divisible into two major parts. First, insurance 
can provide for the financing of health care costs for the great 
portion of the American people who are insurable, but it is 
fallacious to advocate or even suggest that the insurance ap- 
proach is adaptable to the needs of all the people. The second 
part of the problem has to do with those people who cannot be 
reached by insurance. Since most of the American people are 
insurable and have access to the many forms of health insurance 
now so generally offered, let us first consider briefly the problem 
of the minority. Because of impaired health, some people are 
not now insurable. There are some who, though satisfactory 
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insurance risks otherwise, have not the means to pay the costs 
of insurance protection. Their needs are real and must be met 
by appropriate methods other than insurance. 

The risks of those who suffer from impaired health are not 
necessarily beyond the competence of the insurance business. 
Many people who suffer from some impairment are now insured 
under group plans or on an individual basis at a higher than 
standard premium or by appropriate adjustment in insurance 
policy provisions. As insurers further develop substandard under- 
writing the number of impaired risks ineligible for insurance 
will continue to be reduced. The problem of the indigent is of 
a distinctly different kind. The indigent do not have the funds 
with which to purchase insurance. The health care needs of 
these people must, of course, be met. Their needs should be met 
in the future, as they have in the past, by voluntary assistance 
and from public funds, openly applicd and properly controlled 
but with no use of compulsion or of insurance methods as a 
disguise. Direct assistance is the most economic and efficient 
way to mect the needs of the indigent. Assistance agencies exist 
for this purpose at every level of government. To attempt to 
insure the indigent would place a heavier burden on the public 
and would impair, if not eventually destroy, voluntary insurance. 
Some people who require public assistance at the time of illness 
have failed to appreciate their need for protection. As more and 
more such individuals become convinced that protection against 
health care costs is an essential element in their economic 
security, they will buy it. 

We have touched upon the problem of the indigent and the 
uninsurable in order to help define the area in which it is sug- 
gested that a federal health reinsurance plan might be helpful. 
Without government subsidy to make insurance available at less 
than cost, a departure not now contemplated by the plan, 
federal health reinsurance would contribute nothing to the 
financing of the health care costs of those not presently eligible 
for insurance. Let us now consider what contribution the pro- 
posal might make to the development of better and more widely 
held health insurance among those who are insurable. The heart 
of the adminisiration proposal is a reinsurance fund, capitalized 
with federal moneys and initially operated at public expense, 
designed to encourage insurers to broaden benefits and areas of 
service by providing reinsurance of three-fourths of “abnormal 
losses” sustained by the approved plans reinsured in the fund. 
lt is the hope of the proponents of the proposal that if insurers 
can be protected against a major part of abnormal losses accru- 
ing on new and experimental types of coverage the process of 
experimentation and liberalization will be expedited. Many of 
the characteristics of the plan are in keeping with the philosophy 
of private enterprise. It secks to encourage prepaid medical care 
through nongovernmental agencies. The proposed reinsurance 
would be entirely voluntary. It does not provide governmental 
subsidization of benefit payments. It would be available to all 
types of private insurer. It employs the coinsurance principle. 

Advocates of the measure have noted the considerable con- 
tribution made to the development of life insurance, fire in- 
surance, and other lines by adequate reinsurance facilities and, 
noting further the relatively small volume of health reinsurance 
business done, have argued that expanded reinsurance facilities 
in this field would have a stimulating effect. Such a conclusion 
can proceed only from a misunderstanding of the essential 
function of reinsurance, which is the spreading of risks larger 
than the initial insurer ts willing to carry. It is true that in life 
insurance, for cxample, reinsurance makes it possible for an 
insurer to assume larger risks than it could without reinsurance. 
But in health insurance the situation is different. Here there is 
almost never a concentration of risk large enough to require 
spreading a potential loss. Even with catastrophic or major 
medical expense insurance, which presents the maximum amount 
of risk usually found on one life, the insurer's potential loss is 
seldom as much as $10,000, a sum well within the capacity of 
all but the smallest insurers to carry alone. The trifling volume 
of health reinsurance business now being done reflects not in- 
adequate reinsurance facilities in the private market but an 
absence of need for reinsurance. In point of fact, establishment 
of a federal health reinsurance fund would bring government 
into direct competition with private reinsuring companies that 
are serving the market adequately. The proviso that federal re- 
insurance will not be offered when private reinsurance is avail- 
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able at comparable terms and rates means little when it is re- 
membered that the federal plan would be capitalized with public 
moneys, initially subsidized for operating expenses, and would 
Pay no taxes. 

In presenting the proposal to Congress, the Department of 
Health, Education and Welfare was entirely forthright in point- 
ing out that the success of the plan would depend on the willing- 
ness of insurers actually to make use of it and to assume new 
and broader risks. It has been very difficult for me, as an operat- 
ing insurance executive, to discern any advantage that would 
accrue from using the plan. Private insurers have showed no 
disinclination to experiment and to assume broader risks without 
federal stimulus. The record of the business proves this. New 
and better types of coverage are placed on the market, however, 
only when the insurer believes that its plan is sound and can 
be underwritten without loss. Under such conditions the insurer 
sees no need for reinsurance, particularly when such reinsurance 
necessarily implies compliance with federally imposed standards 
of coverage, premium rate, and company practice. Reputable 
insurers do not knowingly offer a form on which abnormal loss 
is anticipated. So to do would jeopardize solvency and breach the 
trust owed existing insureds. It seems obvious that the federal 
fund would have the opportunity to reinsure but littl good 
insurance. Poorly underwritten insurance would quickly drain 
the fund. I can say to you in all sincerity that in spite of very 
wide personal inquiry during the last 10 months I have yet to 
have one insurer indicate to me an enthusiastic desire to use a 
federal health reinsurance fund. 

Those who oppose the establishment of a federal health re- 
insurance plan believe it would raise false hope for a more rapid 
expansion of health insurance while contributing nothing to the 
realization of that hope. Government reinsurance of health in- 
surance plans would introduce no magic into the field of finan- 
cing health care costs. Reinsurance can distribute risks among 
insurers just as insurance distributes them among policyholders, 
but no matter how far this distribution is carried, it must be 
sound to succeed. Reinsurance does not increase the ability of 
the insurer to sell protection to the unwilling buyer. Reinsurance 
does not reduce the cost of insurance. Reinsurance does not make 
insurance available to any class of risk or geographic area not 
now within the capabilities of voluntary insurers to reach. Re- 
insurance has been proposed to expand insurance effectiveness, 
yet the rapid development of health insurance has been achieved 
with little recourse to the already widely available reinsurance 
facilities and there is no evidence that greater progress would 
have resulted from a more extensive use of reinsurance. 

Beyond the futility of the proposal, we believe that its enact- 
ment would entail the following undesirable consequences: 1. 
With its failure to achieve its expressed objectives without federal 
subsidy of benefit payments, pressure would be intensified for 
such subsidization. To the extent that the plan might encourage 
extension of health insurance to uninsurable risks, excessive 
losses would result, necessitating subsidization. 2. As far as is 
currently known, the measure provides only the bare framework 
of a plan, incorporating a very broad delegation of powers to 
the executive branch of the government. While we would have 
no fears for their wise exercise by this administration, there are 
no guarantees for the future. 3. To the extent that the federal 
reinsurance plan is operative, state supervision of insurance is 
superseded. 4. Insurers availing themselves of the facilities pro- 
posed by the plan would become subject for the first time to 
government regulation of premium rates. The public interest is 
best served by preserving the competitive features of the health 
insurance business. Since the pattern of medical economics is 
changing rapidly, complete flexibility as to premium rates is 
necessary if insurers are to keep abreast of developments and 
have the freedom needed to experiment. 

Perhaps at this point it would be well to pause and inquire 
whether this measure or any other federal legislation is needed 
to stimulate the continued rapid expansion of voluntary health 
insurance. That such is not the case is suggested strongly by 
the amazing record of the private insurers. In 1939, only 6 
million Americans were insuring themselves against the costs of 
hospitalization. The total has skyrocketed to 103 million people 
as of Nov. 1, 1954, according to the recently released survey of 
the Health Insurance Council. Insurance for the costs of surgery 
protected 7 million persons in 1941. Fighty-cight million are now_ 
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insured for surgical benefits. Insurance against the costs of medf- 
cal care other than surgery had a later origin than hospital and 
surgical insurance, but 47 million Americans now have medical 
expense policies. At the end of 1953, three-fifths of the civilian 
labor force, some 37,887,000 persons, had insurance against loss 
of carnings because of sickness or accident. Major medical 
expense insurance, the so-called catastrophic coverage, intro- 
duced as recently as five years ago and still in its experimental 
Stage, is now offered by more than 40 insurers who protect in 
excess of 1,500,000 people with this type of coverage. This is 
an increase of nearly 220° since Dec. 31, 1952. 

Qualitative improvement has kept abreast of quantitative 
expansion. Through open, free and keen competition among 
more than 800 insurers, benefits have been broadened, exclusions 
and limitations have been narrowed or dropped, and new types 
of coverage and new methods have been adopted for distributing 
protection more economically. As the insurers have gained 
experience they have reduced the segment of the population in- 
eligible for insurance because of age, occupation, impairment, 
or place of residence. Today age, per se, is not a bar to in- 
surance. Whether or not our senior cilizens sccure protection 
is largely a matter of their willingness and ability to pay the 
cost of insurance. Those disqualified by physical impairment 
are growing fewer as substandard underwriting techniques are 
adopted and as group insurance, which does not consider in- 
dividual insurability, spreads rapidly. Through new merchandis- 
ing methods utilizing farmers’ cooperatives, R. E. A. groups, and 
ageressive individual solicitation, the farmer and inhabitant of 
village and hamlet have private insurance readily available. 
Statistics which show that rural residents have made relatively 
less use of voluntary health insurance have been cited to estab- 
lish the contrary. Such a conclusion, however, overlooks the fact 
that voluntary insurance requires a willing buyer as well as a 
willing seller. In rural areas the problem is not to find the seller 
but to convince the buyer. The tradition of home care, with 
Jower attendant medical costs and consequent lesser need for 
insurance, is strong in many rural areas. Coverage of the rural 
risk is largely a selling problem. 

Advocates of the “we must do something now” school of 
thought frequently quote statistics showing that in 1952, for 
instance, insured benefits covered only 17° of some 9.4 billion 
dollars of private individual expenditure by our population for 
all forms of medical care. The implication of an 83% gap in 
coverage is unfair to voluntary insurance because it assumes 
that the entire private medical expenditure could or should be 
insured. Such is not the case. A very substantial part of the 
nation’s health bill, running into billions of dollars, is for routine 
medical and dental care, for drugs and appliances, items that 
are much better financed as a part of the family budget than 
insured. Insurers well know what expensive folly for the policy- 
holder it is to attempt to underwrite the first dollar of medical 
expense or of wage loss. So to do is to indulge in a sort of 
“dollar swapping” for which the insurer must charge for the 
cost of adminis.ration. Insurers know also the importance of 
insuring less than the entire cost of health care services as a 
restraint against extravagance and overutilization. This is ac- 
complished by making the insured a co-insurer for a portion 
of his expenses. While, of course, there is still a gap between 
insured benefits and insurable values, that gap is being closed 
as voluntary imsurance-in-force increases at a far more rapid 
rate than the nation’s expenditures for health care. 

We have been told that time is running out for those who 
believe in the voluntary way. Certainly we can agree that not 
a single day should be lost in providing sound protection for 
every insurable American, but equally we should beware of 
tactics of desperation. The American people have clearly indi- 
cated their preference for voluntary private insurance by their 
great and growing purchase of it. If we can believe the surveys 
‘of the National Opinion Research Corporation the spectre of 
compulsory health insurance no longer looms so large. As re- 
ported to the American Hospital Association two months ago, 
surveys taken in 1940 showed that 60° of the population 
favored government compulsory health plans while recent polls 
show this figure has dwindled to 19°. Doubtless the per- 
formance of voluntary insurance has strongly influenced this 
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This is not to deny that government at all levels has a vital 
part to play in improving the health of our people. Government 
can help to teach all Americans that sound insurance against 
health care costs is a vital element in every family's budget. 
Government can encourage purchase of voluntary insurance by 
providing tax incentives. Government can stimulate research to 
discover the cause and cure of disease. It can foster a prosperous 
economy and the high living standards that are a basic deter- 
minant of health levels. Government, particularly state and local, 
has an obligation to the indigent. State government has the duty 
of policing insurance operations. 

I need not remind you doctors of the tremendous 
bilities of your profession. The success of any insurance approach 

$s on your vigilance and cooperation in eliminating over- 
utilization and helping reduce the total burden of health care 
costs. It is much to be hoped that soon you will establish uni- 
form fee lists, adjusted to local conditions, as suggested by Dr. 
McCormick, Dr. Martin, and your other leaders. By so doing 
you will engender a greater stability of medical care cost, per- 
mitting voluntary insurers to push ahead more surely and rapidly 
with comprehensive forms of coverage while at the same time 
enhancing your relationship with patients. You have already 
done much to stabilize medical cosis. You have encouraged a 
wider knowledge of what these cosis are and have established 
grievance committees for the prompt correction of mistakes and 
misunderstandings. While the remaining problems are complex, 
we know that you will press forward to their ultimate solution. 

We insurers are challenged by the vastness of our opportunities 
as we humbly recognize our obligations to the American public. 
We are in the forefront of the ideological conflict between those 
who hold that the highest welfare of mankind lies in his own 
freedom, initiative, and responsibility and those who hold that 
man’s welfare must come from the state. As we succeed in 
further developing health insurance as a free, voluntary, and 
useful operation we will have preserved the fundamental features 
of our American heritage. With your help and the cooperation 
of government we are confident of the ability of voluntary 
insurers to bring a satisfactory measure of protection to prac- 
tically all of our people. 


ADDRESS OF COMMANDER OF AMERICAN LEGION 


Address by Seaborn P. Collins, National Commander of the American 
Legion, before the House of Delegates of the American Medical Association, 
Miami, Fla., Nov. 29, 1954. 


I am erateful for the courtesy which you extended to the four 
million members of the American Legion and its Auxiliary in 
extending me an invitation to address your mecting. 

In recent years, any meeting between the American Legion 
and the American Medical Association has revolved around one 
paramount issue. Before offering my considered remarks on this 
important subject | would like to point out that in many other 
important areas the resources, experience, and abilities of our 
separate organizations are committed as they should be, to the 
common obicctives of strengthening the security of our nation 
and the welfare of all of our people. Too often we are inclined 
to forget this fact. And, truly, we cannot afford the luxury of 
such forgetfulness. At this critical time when the securi:y of our 
nation, internally and externally, demands the united, dedicated 
efforts of all of us, we must emphasize those things which bring 
and heep us together. 

National defense, Americanism, child welfare, increased 
religious devotion . . . these are goals that command our com- 
mon allegiance and dedication. Certainly, our separate efforts 
contribute toward the attainment of these common objectives. 
I think it appropriate to mention, too, another area in which 
the principles and objectives of the American Legion coincide 
with those of the American Medical Association. You know, 
the American Legion's membership encompasses every shade of 
political and religious conviction and all strata of our economic 
life. We hold two things common to all our members—honorable 
service to country in war and staunch Americanism in the basic 
sense of that word . . . connotating the right and duty of every 
man to stand on his own feet and make his own way. 

Legionnaires as a group measure up to the best traditions of 
rugged individualism. And it is, I believe, because of this tradi- 
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tion of self-reliance that the American Legion, through the 
years, has consistently assumed a position of firm opposition to 
any program that could be considered akin to socialized medi- 
cine. | would venture to say that the Legion's record on this 
subject has been as firm and uncompromising as that of the 
medical profession. The American Legion, by its very nature, 
sustains the principle of the right of the individual to choose 
his own physician in his own way and to his own satisfaction. 
I believe the American Legion will continue to be found standing 
firmly on this principle. | would ask the medical profession to 
remember the value of having a strong lay organization allied 
with it in warding off periodic attempts to foist this evil scheme 
on the American people. 

I want to emphasize, in my concluding remarks, those essential 
areas in which your efforts paralicl and complement ours. 
Immediately, however, | would like to mention briefly that 
subject on which the American Legion and the American Medical 
Association have not yet reached agreement. I used the words 
“not yet” deliberately because |, for one, am hopeful that the 
practice of exchanging views between our organizations, initi- 
ated with such high purpose and aspirations nearly two decades 
ago, may yet lead to agreement. It seems to me that informed, 
reasonable men should be able to sit down around the conference 
table on any issue as long as there remains the need for under- 
standing. Let me assure you that the American Legion is ready, 
and will remain so, to discuss with the American Medical Associ- 
ation and with any other interested group the system of hospital 
care for our nation’s war veterans. May I try to formulate for 
you in a few words the position of the American Legion today 

on this subject. 

The American Legion, because it is what it is—an organization 
of war veterans—bears a fundamental obligation to consider, 
study, and protect the welfare of our disabled comrades. Let 
me say, parenthetically, that I use the word “comrade” in its 
true meaning, and that we of the Legion refuse to surrender this 
fine old English word to the distortion of our Communist 
enemics. | am sure you can see and accept this obligation as 
ours, just as we accept your responsibility to study and to repre- 
sent, as far as any group can, the needs and interests of the 
medical profession, and through them the betterment of our 
country and all of its people. Through the groups we represent, 
therefore, we both seek the betterment of America. In short, 
we are citizens first, and doctors and veterans second. 

Now the American Legion believes that both the obligation 
of the country and the wishes of the American people for the 
nation’s war veterans are fairly expressed in the provisions of 
Public Law 2, 73rd Congress, as amended by Public Law 312 
of the 74th Congress. This legislation provides: 


Any veteran of any war who was not dishonorably discharged, suffering 
from disability, disease or defect, who is in need of hospitalization or 
domiciliary care and is unable to defray the necewary expenses therefor 
; shall be furnished necessary hospitalization or domiciliary care 
im any Veterans Administration facility, within the limitations existing in 
such facilities, irrespective of whether the disability, disease, of defect 
was due to service. 


The American Legion neither expects nor wants the govern- 
ment to give carte blanche entitlement to medical care to all 
veterans. We have not asked for it. The VA's goal now is 128,000 
beds—for more than 20 million veterans. We are not seeking 
any major increase in this goal. At the same time, the American 
Legion does not want to see any war veteran who is sick and 
in need go without proper treatment. We know the medical 
profession docs not, either. Further, we believe that the war 
veteran with honorable service has earned such necessary treat- 
ment from the government he served. We believe that the ob- 
ligation to bear arms in defense of the nation is a basic obligation 
of citizenship—and we believe this obligation begets an equal 
obligation on the part of the nation to protect the welfare of 
the citizens who have defended it. 

You know, as do |, that most of our veterans—and most 
Legionnaires—pay their own way and meet their own expenses, 
medical and otherwise. This is the American way, and this is 
why our country is morally and economically sound. 

But, gentlemen, you also know, as do I, that a percentage of 
our citizens must inevitably ask for help-——because of disaster, 
misfortune, and other circumstances beyond their control. 
Every doctor gives part of his time to i practice. It is 
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an accepted phase of the pursuit of his noble profession. The 
American Legion simply believes that this percentage of our 
citizens, when they are honorably discharged war veterans, have 
earned the necessary care as beneficiaries of the federal govern- 
ment. We believe that the American people have accepted, 
approved, and activated that phiiosophy through legislation en- 
acted by the Congress. We further believe that the country does 
not want or expect its veterans to impoverish themselves beyond 
possibility of economic recovery before seeking needed medical 
care through the Veterans Administration 

This, very simply, gentlemen, is the position of the American 
Legion. We hold that it is reasonable. Please accept my profound 
declaration of our sincerity. We are genuinely sincere in dedi- 
cating ourselves to the welfare within the structure of our 
economy as it is now constituted. We offer as proof, if proof is 
needed, the fact that the nation’s veterans are the backbone of 
that structure, that we fought to preserve it as it is, and that we 
have the most to lose should it be threatened. At the same time, 
we acknowledge the sincerity and honesty of approach of the 
American Medical Association in its evaluation of this subject. 
So do we respect the right of the American Medical Association 
to develop and present its opinion on this subject. After all, 
gentlemen, the reason we Americans fought a war was to sustain 
your right and mine to differences of opinion. 

We of the Legion do not like to sce hospitalized veterans 
made the victims of a controversy which casts unnecessary and 
unfounded suspicions upon their entitlement to hospital care. 
You do not like that cither; you could not, and still honor your 
obligation to comfort and heal the sick. If we agree on that 
point, then we ought to try in all sincerity to broaden the 
agreement—and remove this particular controversy from the 
area of name-calling and propaganda. 

It takes two to make an agreement. For my part, | am pre- 
pared to appoint a special commitice of American Legion repre- 
sentatives who know the background and facts surrounding 
veterans’ hospitalization to meet with a similar committee of 
your choosing and work toward a better mutual understanding 
of the problem. | carnestly hope that you will see fit to participate 
in such an undertaking. If our two groups approach the subject 
of medical care for veterans in this sincere, honest and reason- 
able fashion, I believe that we can resolve our differences or at 
least achieve an understanding of each other's position which 
will permit us to continue to collaborate and cooperate in those 
fields where we do agree. As I have already indicated, | believe 
those fields are substantial. 

Communism thrives on disunity and dissension. It makes no 
difference what causes Americans to be divided. It matters not 
that we may be united in our opposition to Communism and to 
everything for which it stands, if other issues keep us apart. As 
Americans, we have the obligation to recognize the other fellow's 
right to disagree . . . and to try to understand his viewpoint and 
sincerity. Today, more than ever before, we need also to 
strengthen our interest and active cooperation in behalf of the 
security of our beloved country. The American Legion and the 
American Medical Association are united in our separate de- 
termination to protect this nation from the insidious, destructive 
forces of Communism. We are united in our determination to 
secure for America an adequate, economical! program of national 
defense. We are united in our determination to imbue our citizens 
with a fierce love of their country and an abiding faith and 
confidence in the imperishable principles that are our heritage. 
Let us make certain that nothing ever comes between us to 
imperil this essential unity of purpose and action. 


LEGISLATIVE REVIEW 

The following review shows the progress and ultimate dis- 
position of bills of medical interest introduced in the &3rd Con- 
gress. Bills not enacted died automatically with the adjournment 
of Coneress Aug. 20, 1954, and if reintroduced in the 84th 
Congress will have new numbers. In instances in which many 
bills were introduced on the same subject, or in the same gen- 
eral field, and not acted on in any way by Congress, they are 
accounted for in the footnotes. The summary was prepared for 
Tue Journa by the Washington Office of the American Medical 
Association.—ED. : 
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Patten 


Rovers (Maes) 


H.R. 22 


Rogers (Maes ) 


H.R. 7341 


Wolverton 
HR. 

Wolverton 
HR. 

Elliott 


Title 


Child Health and School Programs 


Child health and wellare «erviee« (adminietration bill) 


Drugs, Drug Addiction, and Alcohotiom 


Factory inspection by tood and drug agent« 


(are and treatment of pareetic addicts in Pullie Health Service 
facilities 

Permitting the filling of oral prescriptions for certain droge 

Bureau of elinies for ehronie aleoholics addict« 


Factory inspection by food and drue agent« 
Factory inepection by food and drug agente 


To estatdich a Metical Addvieory Committee on Aleoholicm 


Permitting the ling of oral prescriptions for certain drugs 


Federal Aid to Medical Education 
Federal ald to schools of poldie health 
Western Interstate Commission tor higher edueation 
Feteral charter for the National Fund for Medical Feueetion 
Federal ald to education 
Pederal sid to nur<ing edineation 


Federal charter for the National Fuad for Medieal Education 


Federal Employee Health Programs 


Group lle insurance for federal employees (administration billy 


Federal employees’ bealth insurance (administration bill 


Health and Welfare Funds 


Supervision of union welfare 
State supervision of union health funds 


Trustees for welfare funds for workers 


Hospitals and Other Medical Facilities 


Transterring aimini«tration of Imiian ho«pitalk to Publie Health 
ice 

Two year extension of Hill Burton Aet 

To create a Federal Board of Hoxpitalization 

Toe amend Hill Burten Act (actministration bil 

Transferring administration of Indian ho«pitals to Public Health 
lee 

Te ereate a Federal Board of Ho«pitalization 

Transterring aiministration of Indian hospitals to Putlie Health 


SeTi he 


Transter of hospitals and related facilities between VA and Defense 
Departinent 


To ereate a Peteral Board of Hospitalization 
Two year extension of Hill Burton Act 


Mortgage loan guarantee tur construction of medical facilities 
Amenmis Hill-Barton Act (adminietration bill) 

To create a Federal Board of Hospitalization 

Mortgage loan guarantee for medical facilities (Kaiser Plan) 
Amends Hill-Burton Act (administration 


Amends Hill-Burton Act 


Final Status 


No action 


bill 
became 


No action 
PUI 


No action 


Similar bill 


Keeame 


No aetion 


WR. 
L. 


Sirsilar bil] S 4447 


became P 


No action 
Kecame PLL 
Keeame PL 
No aetion 
No aetion 


Passed as S 


Keeame PLL 


7 


as 


Senate hearing« held 


No aetion 


No action 
No action 


No action 


lecame 
Keeame PLL 


No action 


Became PI 


Similar bil WR. 


| 
hin HR 
PL 


hearings« held 


Similar bill HR. wet 


became P 
No action 


House hearings held 


Companion 
becatie 


bis 
Lt 


Superseied by HOR 


Stiperseted by HR 
which became 


House hear! 
House heari 


Became PUT 


nes held 
nes held 


is? 


Similar bill H.R. 
ame PL. ane 


A M \. Aetion 


Not considered 


Approval with amendments 


Approval 

Active sopport of similar 
bill 7817 

‘ sition 


Approval with amen tments 


Approval of <imiler bills 
with amendments 
Neo wetion 


Vetive <ippert 
Active support of similar 
bill 7817 


Active opposition 

Approval 

\prroval with omendmenta 
Aetive Opposition 

Tt loom 


Approval 


Not eonsidered 
Approval in principle 


Approval in principle 


Not considered 
Not considered 


Not considered 


Active approval 

Approval 

(opposition te bill: netple 
approver 

Approval 

Active approval 

(opposition te Sill; principle 
approver 

\etive approval 

Approval 


Opposition to bill; principle 
approved 


Approval 


Active opposition 

Approval with amendments 

vsition to bill: principle 
approves 

Active opposition 

Approval 


Approval with amendments 


* No action by Concress on the following bills on the same 8. 310%; House bille S004, 5559, 8577. 


No action by Congress on the tollowing billk on the same subject: S. 2101, H.R. HR. 7742. 


law 
HR. 2449 
Ha 
HR 
HR. 
} ty 
Wolverton 
HK 
KRadwart 
HR. 
| 
1.45 
Taft 
738 
H.R. 
} Bolten 
Pot 
(‘arieon 
— 
— 
HR 
Harris 
hiartis J 
lik 
Wolverton 
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Rill No. and 
Author 


H.R. 
Reed 


8. 
Butler 


tee, 10 


SJ] 
Smathers and others 


HR. 8009 
Saylor 

Res, 
Brownson 
H.J Rex. 449 
tsarmatz 


8. 33 

Met arran 
S70 
Young 

Potter 

8. 145 
Murray 


141 
Saltonstall, Hunt 


Amemiment 


Flanders, Kennedy 


Potter 
Ives 
Haltonstall 


Saltonstall 

Hendrickson 

8. 3263 

Saltonstall 

Burdick 

H.R. 173 

Rivers 

H.R ew 

Cole (N.Y) 

H.R. 

(iross 

H.R. 2329 

Short 

H.R. 2452 

Bowers 

H.R. 

Seely, Brown 

R. 

dudd 

H.R. 8708 

Patterson 

H.R. 4200 

Budee 

Rees 

F. P. Bolton 

HR. 

Short 

H R wie 

Bosch 

H R. 17 

Short 

HR. 

Bennett (Fla. 

H.R. 7277 

Arends 

H.R. 72°98 

Short 

HR. 

Short 

Res, 141 

Jonas 


ORGANIZATION SECTION 


Medical Income Tax Deductions 


tax revision bill of 1954, whieh Iheralized deductions for 
expenses and doubled maxi.oum limite 


Commitment and eare of the mentally ill in . 
National Mental Health Week Recame PLL 


Commitment and care of the mentally ill in Aleska 


National Mental Health Week 


Military and Defense Matters 


Mevtiea! care for Coast Guardemen and their depemlent« in Naval Similar bills 


passed Senate 
Cretiting physicians for services with U. S. allies 


Crediting internment time for purposes of 
Fmergeney maternity and infant eare (EMIC) 
Amending and extending “Doetor-Draft’’ 


Limiting military serviee for priority 2 phy<ieians 


To extend £100 per month equalization pay for military physicians 


Limiting military service for priority 2 phy<ielans 
Commissioning mal nurses in the 
Promotion for nurses in Army and Air Force 
Amends “Doetor-Draft" regarding security Became PI 
for Coast Guard dependents 

Military dependents’ medical care (administration bill) 
Crediting physicians for serviee with U 


Hospitalization medical eare for military dependenta 


Limiting military serviee 


Mevtieal treatment tor retired enli-ted military personnel 
Me«tical care for Coast Guard dependents 

Military draft eredit for physicians 

Limiting military serviee for priority 2 physicians 
Crediting internment time to: 
Limiting military service tor priority 2 


Commissioning male in 


Fmergeney maternity and infant eare (PF MIC) 


To appoint osteopaths in medical corps of armed ser 


italization for Coast Guard dependents 


Release medieal corpse from responsibility 


Final Status 


Became 591 


Senate hearings held 


Passed House; reported 
in Senate 


Identical 


jbecame PLL. 


Incorporated in 

No action 

No action 

Companion bil H 
410) became 

Spirit of amendment 


ineorporated in 


Incorporated in 
Pos 

Incorporated in 
| 

No aetion 


No aetion 


Passed Senate 
No aetion 
Ineorporated In 

No action 

No action 

No action 

No action 

No action 


Similar bi S. 255 


Paseo Senate 


Incorporated in 
Incorporated in 
No aetion 
Ineorporated in 
Nev aethon 
Reeame 84 
No eetion 
No action 


Similar bills 


passed Senate 


No action 


Recame 270 


No aetion 


No action 


No action by Congress on the following hills, 
epecific types and derrees of 
2565, 


whieh various other tax for medical and for persons. sufering 


hee, 1725, 


Approval with amendment« 


Approval with amendmerta 


1513 
Title \. M.A. Aetion 
Mental Health 
Further study; report 
| Sot considered 
Active opposition 
Active approval 
ts t No action 
Not considered 
Not considered 
Not considered 
Neo aetion 
Not considered 
| | Not considered 
\etive opposition to 
lar! 
Approval « 
opposition to bill 
Active approval 
lective opposition 
Cadet nurse program, 
Not comeitered 
Per tting Metical Serviee Graduate Sehool to confer Not considered 
Jetive opposition 
Active opposition 
\etive approval 
Not considered 
Not cote | 
“Doetor- Draft” act amendment 
Active opposition 
Promotion for! in A \ Not considered 
\r ood preg Not considered 
Military dependents’ medical « ia nixtration | See S above 
To investigate the induetion « pl ibe feat persone No action 
\rmed Forees 
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No. and 


Author Tithe Final Status A. M.A. Actioa 
National Health Programs 

8 «@ Feceral ald to estates for voluntary health insurance No action Active opposition 
Hill, Alken 
Loans to cooperative and nonprofit bealth Insurance assoctations No action Active opposition 
Humphrey 
& 1133 Federal ald to voluntary health plans, medical education, health No action Active opposition 
Ives, Planders facilities 
S wis Federal health service reinsurance apr in Active opposition 
Smith (N. J.) duly 1 

and others 
HR 117 National compulsory health Insurance No action Active opposition 
Dinvell 
HR. ) 
Hale 
HR. os Feceral ald to voluntary health plana, medical education, health No action Active opposition 
Javits facilities 
HR 
Seott 
HR 4008 Loans to cooperative and nonprofit health fnsurance associations No action Active opposition 
Haven 
HR Federal health service reinsurance Superseded by HR. Deferred action (<a 
Wolverton H R. below) 
HR. «aw Government loans to nonprofit health aeeociations No action Active opposition 
Wolverton 
HR Federal health service reinsurance Recommitted Active opposition 
Wolverton duly 14, 1064 
Hi Res. 57 Study of accident and health Insurance No action No action 
Multer 
Hi Res To finance H.Res. 57, above No action Not considered 
Multer 

Pension Plans 
HR me Tax postponement for self-emploved to create annuities No action Active approval 
Jenkins 
Reorganization of Executive Department 
s we To create a Commile<ion on Organization of the Executive Branch Became PL. 198 Approval 
Fereuson of the Government 
S. 1514 To create a Commission on Intergovernmental Relations Became PL. 100 Active approval 
Taft 
HR ow To create a Commiesion on Organtration of the Executive Branch Companion 106 Approval 
Brown (Obie) of the Government became PL. 1 
HR. To create a Commission on Intergovernmental Relations Active approval 
Halleck beca L 
HR 5885 Approving reorganivation of Department of Defense with ex- macantet June 2°, 1968 Not considered 
Comion ceptions 
Extend for one year Commission on Intergovernmental Relations Became P_.L. #2 Not conshtered 
Halle k 
H J Res. To make reoreantration of Federal Security Administration effee- Became 18 Approval on trial bar's 
san (Mich) tive within 10 dave 
. as IRhes To make reorganization of Department of Defense effective within Reported June 2, 1968 Not considered 
offman ( Mich.) days 
H Res. 2% Disapproving reorganization of Defense Department House defeated, Not considered 
Condon dune 27, 1938 
Research and Aid Programs—Vocational Rehabilitation 

) Became P.L. 048 Deferred action 
Seith NT) 

ated others \memi« Vocational Rehalilitation Act (administration bill 
HR Pacer! 8. 2759, Not considered: see 
Met onnell P.L. “7.9, above 


Other Research and Aid Programs 
Amon a nent \mends housing bill of 194 relative to air pollution prevention Renate hearings og Not considered 
housing bill 8. 
c ne hart, Kuchel 


8. 2571 To create the Robert A. Talt Memorial Scholarships for cancer No action No action 

Ma research 
8. 2778 Companion bill H.R. 7207 See 7207, below 
Smith (N. J.) To amend grant provisions of Publie Health Service Act (adminis- passed House 

and othere tration bill) 

H.R. 7207 House Approval in principle; 
Wolverton April 27, 194 atopendment peeded te 


toake acceptable 


Social Security and Public Assistance 


HiRes 242 To authorize funds for social seeurity study Passed Honee May Not considered 
Reed ¥.) ™, 194; funds 
appropriated 
H.R. Social security extension (admini«tration bill Superesded by H.R. See below 
Reed (N. ¥.) 
HK. 70 To chance method of computing federal «hare of public ax«isetance Partly ineloded ta Not considered 
Reed (N. Y¥.) programa (administration bill HK. 
HR. Social Security Amendment of 104 (adminletration bill: as Reeame P.L. 761 Opposition to compulso 
Reed YO enacted exempted physicians from social security coverage coverage and waivero 
but ineluded the waiver of premium provision for disabled premiums 
persons 


§ No action by Concress on the following House billk on the same subject: 11, Sis, Gees, 25, 8, 
i No action by Congres« on the following bills, —- proposed various new provrame for the ald of the handicapped and various changes tn the 
present laws on the «uh ect Sen ate bille 7145, 244, B87; Mouse bills 402, 2519, 2201, 3473, 
{ No action by Congress on the followit i Measures, which proposed new or rege me programs simed at cancer, epilepsy, leprosy, pollomyelitts, 
rabies, silicosis, prohliems= of the ar ing, and air pollution: Senate bills 16, House joint resolutions 72, 174, 4%); House resolutions 146, 14, 
No action by Congress on the following hills, which proposed various new social seeurity programs and chances in present programe: Senate billie 
1470, 1033, 16, 2200, S417: House bills &, 431, 1376, B70, TIM, 2446, Bes, 41), 4676, 5583, 5017, 
06, G41, Gd, G44, O45, O46, GA, G11), 6107, 6168, G14, 6175, O215, GM, GH, 67 ons, 
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ORGANIZATION SECTION 


Bill No. and 
Author 


1 
Bricker and others 

8.1 Res, 181 ** 

Bricker 


HR. 8857 

Reed Ce. 
HR. 
Reed (N. ¥.) 


AR 
Rovere (Mass.) 
HR. 310 

Me Donough 
AR wow tt 
Radwan 


HK 
Rowers (Maes.) 


H 
Frelinehuysen 
HR 711 
Fulton 


HK 
Rowers (Mass) 


H won 
Frelinshuyeen 
Res. 34 
Rovers (Mass) 


H Res. 140 
Kelly 


8 977 
Smith (N. J.), Alken 


Saltonstall 
aod others 

Bridces 


215 
Malone, Butler 


HR 
Wolverton 
HR. 
Bochanan 
HR 
Rowosevelt 


H.R. 
Rogers (Mass.) 
Hi Res. 217 
Reece 

fi Res. 373 
Reece 


fl J Res. 106 
Hinshaw 


Title 


Relating to legal effort of certain treaties 


Unemployment Compensation 
Cnemployment compensation; redefines employer 


Cpeomant compensation; redefines employer (administration 
bill) 


Veterans 


Lenetheninge presumption of service connection for tuberculosis 
(except pulmonary) 


Lenethening presumption of service connection for tuberculosia to 
three vears 
To authorize appointment of chiropractors In VA 


To clarify law on hospitalization in nen-service-connected cases 


Limiting outpatient dental care for veterans 

Study of malnutrition among prisoner-of-war & civilian internees 
Grants-in-ald to Philippines for treatment of Philippine veterans 
Lenethening presumption of service connection for arthritis, 


multiple aclerosis, and peychoses 
Lenethening presumption of service connection for multiple sclero- 
sis and peyehoses 
Authorizes HEW to make a study of training benefits to veterans 
Limiting outpatients dental care for veterans 


Investigation of VA by House Veterans’ Affairs Committee 


Investigation of medical and hospital facilities of VA 
Miscellaneous 
Removing appropriation ceiling of National Science Foundation 


Local public health unite 


Prohibiting transportation of flreworks 

Abolish Bureau of Indian Affaire 

Prohibiting tfansportation of fireworks 

Prohibits US and state governments from treating public water 

wit h fluor ite 

To create the United States Medical Dental Academy 

Proposes changes in Longshoremen’s and Harbor Workers Com- 
pensation Act 

Federal aid to states for industrial safety 

Professional education expense deductions from Income 

Federal ald to cities for amulance service 

Removing appropriation ceiling of National Science Foundation 

Extend the duration of the Water Pollution Control Act 

To establich a comprehensive program for maintaining eceonomle 
prosperity (redefines employer) 

Provide for equitable adjustment of compensation for VA phyeal- 
cians 


Antidepression Act of 194 (redefines employer) 


House to select committee to Investigate educational and philan- 
thropie foundations 


Providing $4,900 for tax-exempt foundations study 


To establish a joint congressiona! committee on sclence 


Final Status 


Rejected by Senate 
No aetion 


House hearings held 


Became P.L. 767 


Identical bill 
became P.L. 241 


Became P.L. 241 


House hearings held 


No action 


Superseded hy HR 


which passe House 
House hearings held 


Became PLL. 421 

Reported May 104 

Reported May 2, 104 

No action 

Reported July 28, 1654 

re House May 5, 
2000 voted 


une h 16, 19538 
No action 


Became PLL. 223 


No action 


Similar bill 
wecame 

No action 

Recame PL. 3&5 

House hearing held 

No action 

No action 

No action 

No action 

No action 

became 

No action 

No action 


No action 


No action 


Passed House July 27, 


153; funds vote« 
Aug. 1, 1938 
Passed House 
Aug. 1, 1935 
No action 


A. M. A. Action 


Approval in principle 


Not considered 


Not considered 


Not considered 


Active opposition 


Active oppesition to 
bills 


Active opposition 


Active opposition 


Not considered 
No action 

Not considered 
Active opposition 
Active opposition 
Not considered 
Not considered 


No action 


Active approval 


Not considered 


Opposition 


Approval tn principle 
Not considered 
Approval In principle 
Opposed 

Active opposition 
Opposition 
Opposition 

Active approval 
Opposition 

Not considered 

Not considered 

Not considered 

Not considered 

Not considered 


Not considered 


Not considered 


No action 


** No action by Congress on the following House joint resolutions on the same subject: 
¢? No action by Coneress on the following bille on the same subject: 


%t No action by Congress on the following bills, each of which would lenethen presumptive period various decrees 
and tropical diseases, sclerosis, 


@6, 762, Wit; Ho 


pevchoses, 


W233, 9645. 


following measures, 


oy, 


malignant tumors, 
use bills 25, 33, 45, 1573. 207, B70, 4155, ~ 

$§ No action by Congress on the 
authorize more huspital construction: Senate bills 370 


which were designed to enlarge present VA medical benefits, set up new provrams, or 


1008, 2576, Wl, B.Res. 24, S.Res. 66; House bills 25, 35, 21, Sas, 1548, 


7, 2%, 28, 79, 132, 147, 171, 280, 327. 
S. 3553; House bills 9490, 9455, 9100, O178, G59, 


for specific diseases, such 
amyotrophic lateral selerosis, arthritis, and pulmonary tuberculosis: 


Senate bills 


2573, 


1515 
Treaties 

HR wl 
HR og 
Teagne 
HR 
Radwan 
HR 469 
Radwan 
HR 
Te 

HR 16 
Chureh 
HR 41 
Wier 
Hr 
Heller 
HR 
Radwan 
HER 4145 
Bailey 
HR 
Davis (Ga.) 
HR “uM 
Heller 
i 
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MEDICAL NEWS 


CALIFORNIA 

Speech and Hearing Clinic.—A speech and hearing clinic re- 
cently began operation on the Los Angeles campus of the 
College of Medical Evangelists as part of the White Memorial 
Clinic. The clinic, designed to provide treatment for all types 
of speech disorders, will be a department of the physical medi- 
cine department to serve as a diagnostic and rehabilitation 
center. 


and Cardiology Fellowships.— Fellow ships in hema- 
tology will be available for appointment July 1, 1955, at 
Stanford University Hospitals and the Veterans Administration 
Hospital, San Francisco. These fellowships carry a stipend with 
appointment and are subject to renewal for the following year. 
They will be served under Dr. Byron E. Hall and Dr. Forrest M. 
Willett, chief of medicine at the Fort Miley Veterans Adminis- 
tration Hospital. A fellowship in cardiology is also available at 
the hospital under the auspices of the San Mateo County Heart 
Association. This fellowship carries a stipend with appointment 
and is subject to renewal for the following year. It will be served 
under Dr. Arthur Selzer and Dr, Willett. 


Society News.—Officers of the San Francisco Dermatological 
Society for 1954-1955 include Drs. Max FE. Krause, Oakland, 
president; Edward J. Ringrose, Berkeley, vice-president; R. Ray- 
mond Allington, Oakland, secretary; and George T. Lenahan, 
San Francisco, editor. Recently elected officers of the East 
Bay Psychiatric Association include Drs. Albert Ackerman, 
Berkeley, president; Douglas M. Kelley, Berkeley, president- 
elect; Dora Fishback, Berkeley, secretary; and Jean E. Neighbor, 
Walnut Creek, treasurer. Newly elected officers of the Los 
Angeles Radiological Society include Drs. Maurice M. Haskell, 
Long Beach, president; George Jacobson, Los Angeles, vice- 
president; Hubert J. Prichard, Long Beach, treasurer; and Oscar 
Harvey, Los Angeles, secretary. 


DISTRICT OF COLUMBIA 

Raskob Faculty Awards.— At the fall convocation of George- 
town University School of Medicine, Washington, D. C., the 
John J. Raskob Faculty award was bestowed on (1) Dr. Mario 
Mollari, professor of bacteriology and immunology, a 30 year 
faculty member, who gave the address, “Transition in Medical 
Education: The Future Outlook of Medicine”; (2) Dr. Charles A. 
Hufnagel, director of the Experimental Surgery Laboratory, who 
is said to have performed the first successful insertion of a 
plastic valve in a human heart; and (3) Dr. W. Proctor Harvey, 
assistant professor of medicine, cited for outstanding innovations 
in teaching techniques, including perfecting the use of the tape 
recorder to make students familiar with abnormal heart sounds. 


FLORIDA 

Professor of Medicine Appointed._Dr. Franz H. Stewart, 
director, department of medicine, Jackson Memorial and Variety 
Children’s hospitals, has been appointed professor of medicine 
and pro tem chairman of the department, University of Miami 
Medical School, Coral Gables. Dr. Stewart, who has served as 
a commander in the U. S. Naval Reserve, is consultant in 
medicine to the U. S. Naval Hospital in Key West and to the 
Veterans’ Administration Hospital in Coral Gables. He was 
formerly chief of staff and director of the medical department 
at Mercy Hospital. 


GEORGIA 

Memorial to Henor Dr. Muse. The Atianta Pediatric Group 
has appointed a committee to formulate plans for a memorial 
to the late Dr. Lewellyn H. Muse, in the form of an oil painting 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


reproduced from photographs. The committee hopes also to 
develop a lectureship. Contributions should be made to the 
Lewellyn H. Muse Memorial Fund and sent to Dr. C. Dixon 
Fowler, 27-28th St., N. E., Atlanta. 


MASSACHUSETTS 

Society News.—Newly elected officers of the Massachusetts 
Society for Research in Psychiatry include Dr. Rudolf Kaldeck, 
Boston, president; Dr. Dan H. Funkenstein, Boston, vice-presi- 
dent; and Dr. Max Rinkel, Boston, secretary-treasurer. 


Personal.—Dr. William C. Moloney, formerly director of re- 
search, Atomic Bomb Casualty Commission, has been named 
director of clinical laboratories, Boston City Hospital. He will 
continue in his position as clinical professor of medicine, Tufts 
College Medical School, and director, first and third medical 
services (Tufts), Boston City Hospital——Dr. Leland S. Me- 
Kittrick, surgeon-in-chief of the New England Deaconess 
Hospital and clinical professor of surgery at Harvard Medical 
School, Boston, has been appointed by the Lemuel Shattuck 
Hospital as senior consultant in surgery. Dr. Laurence B. Filis, 
associate clinical professor of medicine at the Harvard Medical 
School and past president of the Massachusetts Heart Associ- 
ation, has been named senior consultant in medicine. 


Research in Radioactive Iron.—A greenhouse on the roof of 
the Boston University science building is the site for a research 
project on radioactive iron by Dr. Joseph F. Ross, associate 
professor of medicine of the Boston University School of 
Medicine, and associates. Radioactive iron is being incorporated 
into plants to determine whether organic iron is more readily 
assimilated by patients with blood deficiencies than inorganic 
iron. Plants are being grown by hydroponics, a technique of 
growing plants without soil but in water to which minerals and 
chemicals have been added. After known amounts of radioactive 
iron have been added, the path of the iron is traced through 
the plants. These radioactive greens will later be fed to patients 
and the iron absorption determined 


MISSOURI 

Society News.—At the October meeting of the St. Louis Pedi- 
atric Society, the following officers were clected: Dr. Caldwell 
K. Hamilton, president; Dr. Joseph A. Bauer, vice-president; 
and Dr. Robert J. Burke, secretary-treasurer. 


Dr. Doisy Honored...Dr. Edward A. Doisy, director, depart- 
ment of biochemistry, and distinguished service professor of 
biochemistry, St. Louis University School of Medicine, was 
honored at the silver anniversary dinner of the Central Associ- 
ation of Obstetricians and Gynecologists recently in St. Louis. 
Dr. Doisy was given an inscribed gold clock, commemorating 
his discovery of the first known female hormone, estrogen, 25 
years ago. Dr. Elwood A. Sharp of Detroit, clinical director of 
Parke-Davis Co., made the presentation. 


NEBRASKA 

Dr. Holly Named Professor.—_Dr. Roy Groves Holly, attending 
physician at Minneapolis General Hospital and associate pro- 
fessor of obstetrics and gynecology at University of Minnesota 
Hospitals in Minneapolis, was recently appointed professor of 
obstetrics and gynecology at the University of Nebraska College 
of Medicine, Omaha. 


Appoint Chairman of Pathology...Dr. John R. Schenken, 
Omaha, president of the American Society of Clinical Patholo- 
gists and of the International Congress of Clinical Pathologists, 
has been appointed chairman, department of pathology, Univer- 
sity of Nebraska College of Medicine, Omaha. Dr. Schenken, 
who has served as professor of pathology and bacteriology since 
1945, was formerly affiliated with universities and hospitals in 
lowa and Louisiana. 
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Institute for Cancer Research... A new $9,500,000 wing. opened 
at the Roswell Park Memorial Institute in Buffalo, Oct. 14, 
increases the bed capacity of the institute from about 100 to 
more than S00 and affords opportunity for development of an 
attack on the problem of cancer by bringing together basic 
research, clinical laboratory research, clinical investigation, and 
patient treatment. According to the New York State Department 
of Health, the decision to center all aspects of the hospital 
program on cancer research actually is a return to the basic 
principles under which the institute was founded. The institute 
will be used for the active treatment and investigation of patients 
with all types of malignant disease or with premalignant lesions. 
To be eligible for admission, a patient must (1) be a resident 
of New York State, (2) be suspected of having or be known to 
have a malignant or premalignant lesion, and (3) be referred 
for treatment by a physician licensed in New York state. 


University - Affiliation.— Affiliation of the State Univer- 
sity of New York College of Medicine at New York City in 
Brooklyn with the Jewish Chronic Disease Hospital at E. 49th 
Street and Rutland Road, Brooklyn, for clective teaching of 
medical students has been announced. Electives to be taught 
are medicine, adult rehabilitation, and pediatric rehabilitation. 
Under the affiliation agreement, recommendations for appoint- 
ment of chiefs of hospital services affiliated with the college will 
be transmitted by the state university to the trustees of the 
hospital for approval. The Jewish Chronic Disease Hospital has, 
since its opening, developed clinical, laboratory, and rehabilita- 
tion facilities for the care of chronic diseases at all ages. At 
present it has a bed capacity of 810. Plans are in progress for 
a new building adjacent to the present hospital building to in- 
crease facilities for rehabilitation and sheltered workshops and 
to provide laboratories for an expanded research program. Plans 
also include expansion of the hospital's follow-up clinics and 
establishment of a home care program. This agreement brings 
the college's total number of hospital affiliations in Brooklyn 
to 13. 


New York City 

Professor of Forensic Medicine.—Dr. Milton Helpern, 
chief medical examiner of the city of New York, has been pro- 
moted to the rank of professor and chairman of the department 
of forensic medicine in the Post-Graduate Medical School of 
the New York University-Bellevue Medical Center. He is also 
assistant professor of clinical medicine and lecturer in pathology 
and legal medicine at Cornell University Medical College; 
lecturer in criminologic medicine, New York Police Academy: 
and honorary lecturer in forensic medicine at the University of 
Southern California School of Medicine, Los Angeles. 


Grant for Neuromuscular Study.— The Sister Flizabeth Kenny 
Foundation, with headquarters in Minneapolis, has made a grant 
of $90,000 to New York University-Bellevue Medical Center 
for support of a program in the study of neuromuscular diseases, 
including poliomyelitis. The program will be carried out in three 
hospitals under the direction of Dr. Thomas |. Hoen, professor 
and chairman of the department of neurosurgery, and Dr. 
Walter A. L. Thompson, professor and chairman of the depart- 
ment of orthopedic surgery, both of the Post-Graduate Medical 
School of the New York University-Bellevue Medical Center, 
and Dr. Robert Ward, professor of pediatrics in N. Y. U. College 
of medicine. Most of the program will be carried out in New 
York city’s Bellevue Hospital. Other participating hospitals 
will be N. Y. U.’s University Hospital and New York state's 
Central Islip State Hospital. Under this grant, the new wards 
for the treatment of poliomyelitis will be supervised by Dr. 
Marvin A. Stevens, eastern area medical director for the Kenny 
foundation, and staffed by Kenny-trained therapists. The re- 
search program under the direction of Dr. Ward is concerned 
with problems of naturally acquired immunity to poliomyelitis. 


Personal._Dr. Marie Pichel Warner presented a paper, “Success- 
ful Pregnancies After Abortions,” and an exhibit, “Surgical Re- 
establishment of Fallopian Tubal Patency Using Polyethylene 
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Tubing.” at the International Congress of Gynecology and 
Obstetrics at Geneva, Switzerland, in July.——Dr. A. Allen 
Goldbloom, visiting physician at Bird S. Coler Memorial 
Hospital and Home and Metropolitan and Beth Isracl hospitals, 
has been promoted to clinical professor in medicine, New York 
Medical College, Flower and Fifth Avenue Hospitals, and 
attending physician, Flower and Fifth Avenue Hospitals.———Dr. 
M. Jack Frumin, assistant professor of anesthesiology, Columbia 
University College of Physicians and Surgeons, addressed the 
sixth Mexican Congress of Anesthesiology in Mexico City, 
D. F.. Nov. 17 and 18. His topics were “The Automatic Main- 
tenance of Clinical Anesthesia” and “The Mechanism of Spinal 
and Peridural Anesthesia.” Dr. Morris A. Brand, medical 
director of the Skiney Hillman Health Center, presented a paper 
entitled “Medical Care Plans Sponsored by Unions in the United 
States” at the International Congress of Industrial Medicine, 
which met in Naples, Italy, Sept. 13 to 19. Dr. Sadie H. Zaidens 
of the department of dermatology and syphilology, New York 
Polyclinic Medical School and Hospital, presented “Emotional 
Factors in Occupational Dermatoses.” Dr. Thomas P. Almy 
has been appointed director of the Cornell (second) division at 
the Bellevue Hospital Center, succeeding Dr. FE. Hugh Luckey, 
who became dean of Cornell University Medical College July 1. 
Dr. Almy will hold rank as visiting physician at Bellevue while 
continuing as associate professor of medicine at Cornell. 


NORTH CAROLINA 

Society News.Alumni of the Duke University School of 
Medicine, Durham, have formed the Duke Pediatric Society, a 
40 member society that will hold a yearly meeting in connection 
with the annual session of the Academy of Pediatrics. During 
the organizational meeting in Chicago Dr. Daniel J. Pachman, 
Chicago, was elected chairman and Dr. Jay M. Arena of the 
Duke staff, secretary. The society also appointed Dean Wilburt 
C. Davison of Duke medical school and Drs. Pachman and 
Arena as a commitice to draft a constitution to be presented at 
the next meeting. 


Personal.—Dr. David T. Smith, chairman, department of 
bacteriology, Duke University School of Medicine, Durham, 
was recently named James B. Duke professor of bacteriology. 
Dr. Smith has been a member of the Duke medical school staff 
since the school was founded in 1930. In 1951 he served as 
president of the American Tuberculosis Association. The fund 
was established in 1953 through gifts from the Duke Endow- 
ment, totaling some $1,500,000. The purpose of the endowed 
program is “to attract and develop within the University faculties 
and staff a group of distinguished and outstanding professors.” 


Dedication of the Cooper Building. On Sept. 25 the new build- 
ing constructed for the state board of health was dedicated as 
the George Marion Cooper Memorial Building in Raleigh. in 
conformity with the special act of the North Carolina General 
Assembly of 1951. Memorial and dedicatory services were held, 
and Gov. William B. Umstead and Dr. Amos N. Johnson of 
Garland delivered addresses. A bronze bas-relief of Dr. Cooper 
and a bronze tablet, giving a bricf summary of his life and 
services to public health, were unveiled. Dr. George Grady 
Dixon, Ayden, president of the North Carolina State Board of 
Health, presided. 


Hospital News.— St. Francis Hospital, Columbus, said to be the 
oldest combined medical college hospital building in continuous 
operation in the United States, will be closed in half a year 
because of rising costs, restricted location, and the burden of 
its charity work. Since its construction during the years 1849- 
1851, the hospital has served as an integral component of the 
Ohio State University College of Medicine for the training of 
upper-class medical students and interns. The Sisters of the Poor 
of St. Francis, who took over operation of the hospital in 1865 
under a 99 year lease, will continue operations until the in- 
stitution is closed in June, 1955. Plans have not been announced 
as to disposition of the building and grounds. 
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Personal....Dr. John D. Porterfield I, director, Ohio Depart- 
ment of Health, since 1947 and associate professor of preventive 
medicine at Ohio State University College of Medicine, Colum- 
bus, was appointed director of the newly created Ohio Depart- 
ment of Mental Hygiene and Correction in July. Dr. Ralph 
Dwork. assistant professor of preventive medicine at the health 
center and previously chief of the division of chronic disease, 
was appointed acting director of the department of health. The 
new department contains the divisions of mental hygiene, cor- 
rection, juvenile research, classification and training, and business 
administration, all of which were formerly parts of the State 
Department of Public Welfare. 


Director of Institute Appointed. Dr. Benjamin PF. Miller, senior 
associate physician, Peter Bent Brigham Hospital, and lecturer 
on medicine at Harvard Medical School, Boston, has been 
appointed director of the May Institute for Medical Research 
of the Jewish Hospital Association in Cincinnati. Dr. Miller 
has conducted research for 20 years in the field of kidney diseases 
and alled conditions. He has been affiliated with the Nationa! 
Research ( owncil and the George Washington University School 
of Medicine, Washington, D. C.; Rockefeller Institute Hospital. 
New York; Zoller bochemical laboratory at the University of 
Chicago, and the Massachusetts General Hospital, Boston. 
. During World War Il, he served as major, U. S. Public Health 
Service 


PENNSYLVANIA 

State Society Desires Names of Centenarians...The Medical 
Society of the State of Pennsylvania desires the names of all 
residents of the commonwealth who will attain their 100th birth- 
day during the coming year. Testimonial plaques will be pre- 
sented to cach centenarian. Since 1948, when the centenarian 
plaques were first presented, 245 Pennsylvania residents who 
have reached the age of 100 have been honored by the physicians 
of their communities. Officers of county medical socicties, usually 
accompanied by the elderly person's family doctor, make the 
presentations. Relatives or friends of Pennsylvania residents who 
will celebrate their 100th birthday during 1955 are asked to send 
name, date of birth, and address to the Medical Society of the 
State of Pennsylvania, 230 State Harrisburg. 


Philade'phia 

Five Million Dollar Bequest. Medical College and its 
hospital, Philadelphia. have received a bequest valued at more 
than S$ million dollars through the will of Thomas Drake 
Martinez Cardeza, art collector and explorer, who bequeathed 
almost all hes estate to Jefferson for hematological research. Mr. 
Cardeva. a trusice of Jefferson Medical College, donated 
generously to the institution during his lifetime. 


Wolfsoha Award in Diebetes.— Ihe Philadelphia Diabetic Soci- 
ety has announced the establishment of an annual trophy and 
cash award to promote independent medical research by physi- 
cians, medical students. and research workers in the Philadelphia 
area. The new Nathaniel N. Wolfsohn award offers yearly prizes 
of $500 and a gold plaque, and $200 and a silver plaque, to 
authors of the best original papers on subjects related to the 
causes and treatment of diabetes mellitus. Deadline for sub- 
mission of papers in the current year’s pudging is April 1, 1955; 
presentation of awards will be made during the annual May 
meeting of the Philadelphia Diabetic Society, of which Mrs. 
Gustav Ketterer is president. Judges include Drs. Charles L. 
Brown, Abraham Cantarow, Harrison F. Flippin, Francis D. W. 
Lukens, Harry Shay, and Anthony Sindoni Jr. and Phyllis A. 
Bot, Ph.D. 


Personal.——Dr. Maurice FE. Linden, who has been affiliated with 
the Norristown State Hospital since 1945, has been appointed 
director, division of mental health, Philadelphia Departmeni of 
Public Health. Dr. Robert H. Ivy, professor emeritus in the 
schools of medicine and of dentistry and in the graduate school 
of medicine of the University of Pennsylvania, was awarded the 
honorary degree of dector of science by the University of Penn- 
sylvania at its commencement in June. Dr. Ivy is editor of the 
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journal of the American Society of Plastic and Reconstructive 
Surgery. At its annual meeting in Washington, D. C., the 
American Congress of Physical Medicine and Rehabilitation 
bestowed its Gold Key on Dr. George Morris Piersol, dean of 
the Graduate School of Medicine, University of Pennsylvania, 
for his accomplishments in the field of physical medicine and 
rehabilitation. Dr. Paul H. Langner Jr., since 1948 associate 
medical director of the Provident Mutual Life Insurance Com- 
pany of Philadelphia, was recently made medical director of the 
company. Dr. Langner, who is attending physician for the 
cardiac clinics at both the Hospital of the University of Penn- 
sylvania and Philadelphia General Hospital, succeeds Dr. Ernest 
J. Dewees, who retired as medical director after 35 years of 
service with the company. Dr. Hartwig Kublenbeck, pro- 
fessor of anatomy, Woman's Medical College of Pennsylvania, 
has been clected the first honorary member of the Japanese 
Anatomical Society, in recognition of his contributions to the 
science of anatomy in Japan. He was on two occasions visiting 
professor in the University of Tokyo and has also had Japanese 
anatomists working in his laboratory at the Woman's Medical 
College. Dr. Hildegard Rothmund, graduate of the Univer- 
sity of Heidelberg, Germany, formerly consultant in public 
health to the U. S. authorities in Germany, has been named 
associate in preventive medicine at the Woman's Medical 
College. 


TEXAS 

University News..Dr. Willard R. Cooke. chairman, department 
of obstetrics and gynecology, University of Texas Medical 
Branch, Galveston, since 1924, recently asked to be relieved of 
administrative responsibilities so that he may devote himself 
fully to teaching, research, and hospital practice. On Dr. Cooke's 
recommendation, Dr. Garth L. Jarvis, associate professor of 
obstetrics and gynecology, has accepted responsibility as chair- 
man of the department. Dr. Cooke plans special research in 
gynecologic aspects of cancer.———The T. J. Brown and C. A. 
Lupton Foundation of Fort Worth has given $10,000 to the 
University of Texas Medical Branch, Galveston, for maintenance 
of an appropriate loan fund for the benefit of medical students. 
This grant supplements former grants made by the foundation 
to the Medical Branch. Dr. Pierre Grabar, director of the 
biophysics section of the Pasteur Institute, Paris, France, has 
accepted appointment as a senior fellow in the James W. Mc- 
| aughlin fellowship program in infectious diseases and immunity 
at the University of Texas Medical Branch, Galveston. Professor 
Grabar will work in the tissue culture laboratory in association 
with Charles M. Pomerat, Ph.D., and in the tissue metabolism 
laboratory with Wiktor W. Nowinski, Ph.D. Dr. Bengt 
Johanson, professor of plastic surgery, University of Stockholm, 
Sweden, is visiting the Medical Branch for the purpose of 
surveying methods in use in the treatment of severe burns. 


GENERAL 

Student Essay Contest. An essay contest for members of 
Student American Medical Association chapters located in areas 
served by 26 Blue Shicld plans throughout the country has been 
announced. The subject of the contest is “A Medical Student 
Looks at Blue Shield.” Local winners will receive an expense- 
paid trip to Chicago for the S. A. M. A. convention plus a 
chance to compete for the three national cash prizes: $500, $300, 
and $200. Winners will be announced during the annual banquet 
of the S. A. M. A. convention in May, 1955. 


Medical Expedition Through Africa.—Sabena Belgian Airlines 
announces organization of the first medical expedition through 
Africa, departing from New York Jan. 4, 1955. The tour di- 
rector is Dr. Donald H. Abbott, 3850 Eighth St., Riverside, 
Calif., a foundation member of the Association of Surgeons of 
Fast Africa. Two highlights of the expedition will be an invita- 
tional visit to the annual meeting of the East African Medical 
Association at Kampala, Uganda, in January and, at the end of 
the trip, a specially-arranged seminar at fhe Institute of Tropical 
Medicine at Antwerp, Belgium. The expedition will take 73 
days, with return to New York on March 17. 
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Linen Suppliers’ Health Campaign.—The Linen Supply Associ- 
ation of America, the national trade group for 1,042 linen and 
towel suppliers and allied firms, with headquarters at 22 W. 
Monroe St., Chicago 3, has organized a campaign for better 
health. During December more than 2,500 delivery vehicles of 
members of the Linen Supply Association of America are carry- 
ing truck posters urging persons to protect their health by seeing 
their physician regularly. The large, colorful poster, which reads: 
“Your Doctor Can Keep You Well . . . Have a Check-Up 
Regularly,” will be seen by millions of persons in nearly every 
city and town in the United States and Canada. The poster is 
part of a year-round public relations program that, in association 
with the Advertising Council, supports worthy civic causes and 
calls attention to those professions and industrics that are most 
active in maintaining America’s high standards of health and 
cleanliness. 


WHO Reports on Mass BCG Vaccination.— the World Health 
Organization has published a scrics of reports covering mass 
BCG vaccination against tuberculosis (1948-1951) in 23 coun- 
trics. Nearly 30 million persons were tested with tuberculin, and 
almost 14 million of them received BCG vaccination in the 
course of mass programs conducted for three years by the Inter- 
national Tuberculosis Campaign. Data on cach person tested 
and vaccinated were recorded on individual cards. These statistics 
were analyzed by the Tuberculosis Research Office of the World 
Health Organization in Copenhagen. An international staff of 
200 physicians and 300 nurses, as well as over 1,000 national 
physicians, nurses, and BCG technicians, participated in the 
program under uniform medical, organizational, and statistical 
methods. The total I. T. C. expenditure amounted to § million 
dollars, and national expenditures are estimated to have equaled 
that amount. 


on Medical Writing...The American 
Medical Writers’ Association announces that it is considering the 
establishment of a traveling lectureship whereby a few lec- 
tures on medical writing would be given cach year to senior 
medical studenis, interns, and residents in medical colleges and 
teaching hospitals in the United States and, perhaps, Canada. 
The association wishes to raise a fund of $2,500 to give such 
a proposed lectureship a trial. It is also in need of contributions 
for its medical journalism scholarship fund to assist needy, 
talented students in the four-year college courses in medical 
journalism and medical writing recently inaugurated through 
its efforts at the schools of journalism in the state universities 
of Illinois, Missouri, and Oklahoma (THe Journat, May 29, 
1954, page 499). The association has no salaried officers and is 
incorporated not-for-profit. Contributions to it are tax exempt. 
Dr. Harold Swanberg (299-224 W. C. U. Bidg., Quincy, UL) is 
secretary-treasurer of the organization. 


Research Grants-in-Aid.—the division of medical sciences, 
National Academy of Sciences-National Research Council, is 
accepting applications for grants-in-aid of research in three 
specialized fields: 

1. The committee on problems of alcohol has available a limited fund 
for the support of grants. The committee is interested in fostering research, 
primarily on the physiological, biochemical, and pharmacological effects of 
akohol. Applications for the fiscal year 1955-1956 should be postmarked 
not later than Jan. 15, 1955. 

2. The committee for research in problems of sex is concerned with en- 
cCouraging research primarily on the mechanisms controlling sexual behavior 
in animals and man. Proposals involving endocrinological, neuro'ogical, 
psychological, anthropological, phylogenctic, and genetic studies directed 
toward this objective are invited. Requests will also be considered that deal 
with the physiology of reproduction or with related biological and bio- 
chemical fields. Applications tor the fiscal year 1955-1956 should be post- 
marked on or before Feb. 15, 1955. 

3. The committee on drug addiction and narcotics may have available 
for the coming year limited resources for the support of research in the 
fields of analgesia and addiction. The commitice also invites information 
on basic research being carried on in these fields, in order that it may 
extend its activities as a center for the exchange of information on 
investigations im this area. 


Details may be obtained by writing to the appropriate committee 
of the Division of Medical Sciences, National Academy of 
Sciences-National Research Council, 2101 Constitution Ave., 
N. W., Washington 25, D. C. 
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Lederle Medical Faculty Awards. The Lederle Laboratories 
division, American Cyanamid Company, announces the second 
year of the Lederle Medical Faculty awards for the academic 
year 1955-1956, to encourage those who have progressed beyond 
the stage of development now encompassed by the postdoctorate 
fellowships or the so-called senior fellowships in preclinical 
sciences. The program will aid in the support of promising 
teachers and investigators, particularly in the fields of anatomy, 
biochemistry, microbiology, pathology, pharmacology, and 
physiology, for a limited period, in the hope that the schools 
that have errointed them will thereafter be willing to provide 
for their future support. The plan is also intended to assist 
departments that could benefit by expansion and could offer 
opportunities for development of promising persons. Candidates 
for and recipients of the awards must hold “faculty rank” in 
their medical schools and should be persons who give promise 
of staying on to continue teaching and research within the dis- 
ciplines indicated above. Awards will be made for periods up to 
three years. The only restriction in the case of cach recipient ts 
that the total amount, which will be awarded at a rate to be 
cetermined by the committee, shall not exceed $10,000 in any 
one year to any one grantee. Nominations should be submitied 
to the committee through the office of the dean of the medical 
school. Only one candidate from each school will be considered 
in any given year. Nominations should be submitted by Feb. 1, 
1955, to Lederle Medical Faculty Awards, Office of the Secre- 
tary, Pearl River, N. Y. 


Malaria Eradication Program.— A provram to eradicate malaria 
from the entire western hemisphere wes approved at the |4th 
Pan American Sanitary Conference in Santiago, Chile, in 
October. This action followed preseniation of a comprehensive 
report on the status of malaria eradication in the countrics of 
the Americas, emphesizing that malaria eradication must be 
undertaken on a continental scale, since the persistence of 
malaria-ridden areas in any region of the hemisp' ere is a threat 
to countries that have already virtually climinated the discase. 
In the countries of the Americes the organization of antimalaria 
campaigns continues to be the responsibility of the national 
governments, except in the United States, where responsibility 
resis with the individual states and the disease has been all but 
climinated. A country can claim to be free from malaria if no 
case of the disease has been reported during three consecutive 
years. In accordance with this standard, malaria has been cradi- 
cated from five provinces of the Argentine Republic and three 
in Ecuador. The United States reports cradication throuchout 
the country, with the possible exception of several counties in 
Texas. With the exceptions of Guadeloupe, Surinam (Dutch 
Guiana), and the Canal Zone, which have not reported, the total 
population of the continent residing in the “malaria zones” is 
some 135 million, of which 60 million live in the “eradication 
zones,” 45 million in the “protected zones,” and 30 million in 
the “unprotected zones.” House spraying with residual insccti- 
cides, such as chlorophenothane, which for months kills the adult 
mosquito, is the principal and decisive factor in the antimalaria 
campaign in the Americas. 


Society News.—Officers clected at the annual meeting of the 
American Society for the Study of Arteriosclerosis include: Dr. 
Louis N. Katz, Chicago, president; Dr. Arthur C. Corcoran, 
Cleveland, vice-president; and Dr. O. J. PoHak, Dover, Del., 
secretary treasurer. The Clinical Orthopaedic Society re- 
cently elected Dr. John H. Moe, Minneapolis, president; Dr. 
Elias Margo, Oklahoma City, vice-president; and Dr. Marcus J. 
Stewart, Memphis, Tenn., secretary-treasurer.——Officers of 
the Central States Society of Industrial Medicine and Surgery 
for 1954-1955 include: Dr. Johannes M. L. Jensen, Chicago, 
president; Dr. Eli S. Jones, Hammond, Ind., president-clect; 
Dr. Leonard S. Arling, Minneapolis, vice-president; and Dr. 
Charles M. Drueck, Chicago, secretary-treasurer.——aAt its 
recent annual meeting in Chicago, the American Medical 
Writers’ Association clected the following officers: Dr. Richard 
M. Hewitt, Rochester, Minn., president-elect; Dr. Alexander B. 
Gutman, New York, first vice-president; Dr. Norris J. Heckel, 
Chicago, second vice-president; and Dr. Harold Swanberg, 
Quincy, Ill, secretary-treasurer (reelected). The 1955 president 
is Dr. Lee D. van Antwerp, Chicago.———At the sixth World 
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Congress of the International ‘ for the Welfare of Cripples 
held in The Hague, Netherlands, in September, Dr. Howard A. 
Rusk, New York, was elected president of the society for the 
next three vears. The film, “A New Beginning.” from the Insti- 
tute of Physical Medicine and Rehabilitation (400 FE. 34th St., 
New York), was given the Irving Geist film award as the best 
motion picture on rehabilitation produced within the past three 
years. The society has its headquarters at 129 E. S2nd St., 
New York. 


Wanted by the FBI.— Joseph James Saltry (alias William Alfred 
Biglow, George L. Chambers, Robert James Harvey, James F 
Keller, Joseph F. Shade, and others) is wanted by the Federal 
Bureau of Investigation for violation of the Interstate Trans- 
portation of Stolen Property Statute in connection with fraudu- 
lent checks which, allegedly, he has passed in lowa, Ilinois, 
Wisconsin, Nebraska, Indiana, Kansas, and Colorado. He has 
been indicted by the federal grand jury in Wichita, Kan., on the 
charge of passing at Leavenworth, Kan., a fraudulent check 
drawn on a Rochester, Minn., bank. In his criminal technique, 
Saltry frequently represents himself to be a doctor and vic- 
timizes physicians, drug stores, and hospitals. Allegedly, he 
has in the past sought office space in pretended anticipation of 
opening a practice as a physician. After this introduction, he 
reportedly endeavors to have his victims cash checks for him 
to handle initial expenses. Saltry, who reportedly was born on 
May 15, 1904, at Dunmore, Pa., is § ft., 9 in. tall and weighs 


Joseph James Saltry 


about 190 Ib. A white man of American nationality, he has 
blue eyes, and his hair is graying on the sides and balding on 
top. There is a prominent, oblique, raised scar on the second 
joint of his left index finger, a 1'2 in. scar on his right cheek 
bone, a | in. cut scar on the outer turn of his right eye, and a 
flesh mole on the right side of his nose. His lips are thick and 
prominent. He has been employed previously as a bookkeeper, 
salesman, and school teacher. Saltry may be armed and should 
be considered dangerous. Any person having information that 
might assist in locating this person is Ay nso to notify im- 
mediately the Director of the FBI, U. S. Department of Justice, 
Washington 25, D. C., or the nearest FBI office, the telephone 
number of which can be found on the first page of local tele- 


phone directorics. 


FOREIGN 

French Medicosurgical Cinema Prize.— Ihe Annual Prize for 
Medico-Surgical Cinema, which comprises a cash award of 
100,000 francs (about $290), and various other awards will be 
given by La presse medicale during the last session of the course 
of “Actualités medico-chirurgicales” at the Faculté de Médecine 
de Paris in March, 1955. The main prize, which may be bestowed 
on one winner or divided among several, can be awarded only 
for amateurs’ films, unpublished, not subsidized, and not pro- 
duced by any laboratory or firm. The jury will consider the 
didactic value of the film as well as its cinegraphic quality. 
Films may be sound or silent, in color or black-and-white, but 
only 16 mm. films will be considered. Entries must reach La 
presse médicale, 120, boulevard Saint-Germain, Paris 11°, 
before Feb. 28, 1955. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, £25 North 
Dearborn St., Chicago 10, Secretary. 

1955 Annual Meeting, Atlantic City, N. 3.. June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 

1956 Annual Meeting, Chicago, June 11-15. 

1956 Clinical Meeting, Seattle, Nov. 27-20. 

1957 Annual Meeting, New York, June 3-7. 

Concerss on Inpusramt Hotel Shoreham. Washington, 
PD. C.. Jan. 24-26. Dr. Carl M. Peterson, $35 North Dearborn St., 
Chicago 10, Secretary. 

Chicago, Feb, 5-4. Dr. Edward L. Turner, $35 N. Dearborn St., Chicago 
10, Secretary. 


Acapewy oF Attreoy, Hotel Statler, New York, Feb. 7-9. Dr. 
Francis C. Lowell, 65 East Newton St., Boston, Secretary. 

Acapewy oF Occupations: Hotel Warwick, Phifa- 
deiphia, Feb. 10-11. Dr. Leonard J. Goldwater, 600 West 168th St... New 
York 32, Secretary. 

Acapemy oF Si Hotel Statler, Los 
Jan. 29-Feb. 3. Dr. J . Norcross, 122 S. Michigan Bivd., Chicago 3, 
Secretary. 

Correct of Drake Hotel, Chicago, Feb. 11-12. Mr. 
William C. Stronach, 20 N. Wacker Drive, Chicago 6, Executive Secretary. 

Coitror oF Ampancan Drake Hotel, Chicago, Feb. $4 Dr. 
Arthur H. Dearing, 20) N. Wabash Ave., Chicago 1, Executive Secretary. 

Section, Ampatcan axp Oro. 
Soctety, Hotel Warwick, Philadelphia, Jan. 7. Dr. Benjamin H. 
Shuster, 1524 Pine St., Philadelphia 3, Chairman. 

Socwry, University of Plorida, Gainesville, Fla. Dee. 
28-0). Dr. Nathan W. Shock, Baltimore City Hospitals, Baltimore 24, 
Secretary. 

INTERNATIONAL Meprcat oF Soutwwesr Texas, 
San Antomo, Texas, Jan. 24-26. Dr. John M. Smith Jr. P.O. Bow 2445, 
San Antonio 6, Texas, Secretary. 

Mipme Sectio~, Ampatcan axp Oro. 
Socwtry, Sheraton-Cadillac Hotel, Detroit, Jan. 24. Dr. James E. 
Croushore, 3001 West Grand Bivd.. Detroit 2, Chairman. 


Socrry rom Restaecn, Vancouver, B.C. Jan 22. 
Dr. Arthur L. Rogers, 1216 S.W. Yambill, St.. Portiand $, Oregon, 
Secretary. 

Dtiawant, Wilmington, Feb. 5. Dr. Lewis B. Flinn, $03 Delaware Ave., 
Wilmington 1, Chairman. 

San Diego, Feb. 12-13. Mr. E. R. Loveland, 4200 
Pine St.. Philadelphia 4, Executive Secretary. 

Sectional oF Surscrons: 

Texas, Galveston, Buccaneer and Galvez Hotels, Jan. 17-19. Dr. Pobert 
M. Moore, 900 Strand Street, Galveston, Chairman. 

Socury of Usiveastry Hotel Shamrock, Houston, Tex, Feb. 
9-12. Dr. C. Rollins Hanlon, 1325 8S. Grand Bivd., St. Louis, Secretary. 
Soutn ATLANTIC ASSOCIATION Of OBSTETRICIANS AND 
Williamsburg. Va., Feb. 10-12. Dr. C. H. Mauzy, Bowman Gray School of 

Medicine, Winston-Salem, N. C., Secretary 

Soutnran Sectro~, axp Oro- 
Socmuty, Medical Schoot Auditorium, Charlottesville, Va, 
Jan. 24. Dr. G. Slaughter Fitz-HMugh, 104 East Market Si.. Charioties- 
ville, Va.. Chairman. 

Westten Section, AMtaican Fepraation poe Carmel, 
Calit., Jan. 27. Dr. Arthur B. French, University of Utah College of 
Medicine, Salt Lake City, Secretary. 

LocjicaL Socuwty, The Town House, Los Angeles, Jan. 15-16. Dr. Victor 
Goodhill, 2007 Wilshire Bivd., Los Angeles $7, Vice President. 

Westeen roe Restaacn, Carmel, Calif... Jan. 28.29. 
Dr. Herbert N. Hultgren, Stanford Hospital, San Francisco 15, Secretary. 

POREIGN AND INTERNATIONAL 

Bartism Mepiwat Assoctation, Representative Meeting, London, Eng and, 
June 1-4, 1955. Dr. A. Macrae, B.M_A. House, Tavistock Square, Loa- 
don, W.C.1, England, Secretary. 

Canapian anp Mrpwat Associations. Joint Meeting, Toronto, 
Canada, June 20-22, 1955. Dr. Arthur D. Kelly, 244 St. George Si. 
loronto, Canada, General Secretary 

Commonwrattn Hearta Toerecutoss Conrraence, Royal Fest val 
Hall, London, England, June 21-25, 1955. Mr. J. H. Hariey Williams, 
Tavistock House North, Tavistock Square, London, W.C.1, Engiand, 
Secretary General 

Conortss oF INTPRNATIONAL AssoctaTION OF Lon- 
don, England, July 18-23, 1955. Dr. C. B. Frisby, National Institute of 
Industrial Psychology, 14 Welbeck St., London, W.1, England, President, 
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Conoerss INTPRNATIONAL ASSOCIATION OF London, 
England, July 18-23, 1955. Fer information write: Dr. C. B. Frist» 
Director, National Institute of Industrial Psychology, 14 Welbeck St., 
London, W.1, England 

Concatss or tee INTERNATIONAT Asso TATION FoR THE Sripy oF THE 
Baoncit, Stockholm, Sweden, June 18-19. 1955. For information write: 
Dr. J. M. Lemoine, 187 boulevard St. Germain, Paris 7°, France. 

Conorrss oF Diaprres Froeratro~, Cambridce, England, 
July 4-8, 1955. Mr. James G. L. Jackson, 152 Harley St, London, 
W.1, England, Executive Secretary General. 

Cowoerss or INTRPRNATIONAL SocteTy oF Copenhacen, Denmark, 
July 23.29, 1955. Dr. L. Dejardin, 141, rue Belliard, Brussels, Belgium, 
General Secretary. 

Evrorran Concerss Revowatism, Scheveningen, The Hague, Nether- 
lands, Jume 13-17, 1955. Dr. H. van Swaay, Pieter Bothstraat 12, The 
Hague, Netherlands, Secretary. 

Hratts Conoerss of tHe Rovat Instrrute, Rournemouth, 
England, April 26-29, 1955. Mr. P. Arthur Wells, Royal Sanitary Insti- 
tute, 90 Buckingham Palace Road, London, $.W.1, England, Secretary. 

Concaetss of Rapimocy, Shorcham Hotel, Washington, 
Db. C.. U. S. A, April 24-29, 1955. Dr. Eugene P. Pendergrass, 400 
Spruce St., Philadelphia 4, Pa.. U. S. A., Secretary-General. 

Sesstow, Cottror oF Surecrows, Universidad 
Mayor de San Marcos de Lima, Lima, Peru, S. A.. Jan. 11-14, 1955. 
Dr. Michael L. Mason, 40 East Eric St., Chicago 11, UL, U. S&S. A, 
Secretary. 

ANATOMICAL Concoarss, Paris, France, July 25-10, 1955, 
Prof. Gaston Cordier, 45, rue des Saints-Péres, Paris 6°, France, 
Secretary-General. 

Restarcn Society, Washington, D.C. U.S.A. 
Oct. 24-27, 1955. For information write: Dr. William Friend, $15 Nome 
Avenue, Akron 20, Ohio, U.S.A. 

INTPRNATIONAL oF Rio de Janciro, Brazil, A. 
Nov. 6-12, 1955. Dr. Bernard N. Halpern, 197 boulevard St. Germain, 
Paris 7*, France, Secretary General. 

INTERNATIONAL Concasss or ANGIOLOGY aND Fribourg, 
Switverland, Sept. 2~, 1955. For information write: Dr. Gerson, 4 ruc 
Pasquier, Paris France. 

INTERNATIONAL Coneness or Brocuemistay, Brussels, Belgium, Aug. 1-4, 
1955. Prof. C. Liebecq, 17 Place Delcour, Liége, Belgium, Secretary- 
General. 

InTeRNATIONAL Concarss of Comparative Patwotocy, Lausanne, Switrer- 
land, May 26-31, 1955. Professor Hauduroy, 19 tue Cesar Roux, 
Lausanne, Switveriand, Secretary-Greneral. 

INTERNATIONAL Concerss oF Camrotooy, London, England, Sept. 11-18, 
1955. For information write: Dr. Carroll, 28 Weymouth St.. London, 
W.1, England. 

INTERNATIONAL Concarss oF Plastic Surcreay, Stockholm, Sweden, Aug. 
1-4, 1955, and Uppsala. Sweden, Aug. 5, 1955. Dr. Tord Skoog, Uppsala, 
Sweden, General Secretary. 

Concarss of Unotogy, Athens, Greece, April 10-18, 1955. 
Dr. Z. Kaires, 25, rue Voukourestion, Athens, Greece, Secretary General. 
Hosprtat Concarss, Lucerne, Switverland, May 0-June 3, 
1955. Capt. J. EB. Stone, International Hospital Federation, 10 Old 

Jewry, London, E.C.2, England, Hon. Secretary. 

IntreNATIONAL Mepicat Concarss, Verona, Italy, Sept. 14, 1955. For 
information write: ©. Offices of the International Verona Fair, Piazza 
Bra.. Verona, Maly. 

Geneva, Switzerland, May 213-24, 
1955. Dr. Max Thorek, 1516 Lake Shore Drive, Chicago, IMlinois, 
A. Secretary4reneral. 

SyMPostum on Surcray, Henry Ford 
Hospital, Detroit, Michigan, U.S.A., March 17-19, 1955, Dr. Conrad R. 
Lam, 2799 West Grand Boulevard, Detrou 2, Michigan, U.S.A., Chair- 
man of Program Commitice 

INTERNATIONAL SYNDICATE OF GYNECOLOGISTS AND Onstieteiians, Meeting 
Hall of Medical Socteties, Paris, France, Jume 27-28, 1955. Dr. Jacques 
Courtois, 1, rue Racine, Saint-Germain-en-Laye (S & ©), France, Sec- 
retary General. 

Jaraws Miowat Concarss, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5, 1955. Dr. Mitsuharu Goro, 
University Hospital, Medical Faculty of Kyoto Usiversity, Kyoto, 
Japan, Secretary-General. 

Concarss of Mroiwre, Lima, Peru, A., Feb. 
14-19, 1955. Dr. Cassius Lopez de Victoria, 176 East 7ist St, New 
York 21, N. Y.. U. S. A., Executive Director. 

LATIN an TROENCEPHALOGRAPHK AL Concatss, Montevideo, Uru- 
guay, S.A.. March 21-24, 1955. For information write: Dr. R. Arana- 
Iniquez, Convencion 1287, Montevideo, Uruguay, S.A. 

Latin Newurosurcicar Concarss, Montevideo, Uruguay, §.A., 
March 21-24, 1955. For information write: Dr. R. Arana-Iniquez, Con- 
vencion 1287, Montevideo, Uruguay, S.A. 

Mippte East Mepicat Assemery, Campus of American University of 
Beirut, Beirut, Lebanon, April 22-24, 1955. Dr. John L. Wilson, Ameri- 
can University of Beirut, Beirut, Lebanon, Chairman, 

National Concerss oF anp Simos, Mexico, D.F., 
Mexico, Jan. 23-29, 1955. Dr. Jose Nava Gonzalez, Balderas 32-312, Ap. 
Postal 7267, Mexico, D.P., Mexico, Secretary General. 

London, England, Sept. 13-17, 1955. Dr. 
R. D. Hoare, National Hospital, Queen Square, London, W.C.1, 
land, Secretary. 
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Acapemy of Genprat Practice, Lima, Peru. S. Feb. 
11-25, 1958. Dr. Arturo Martinez, 54 East 7ind St., New York 21, 
Y., U. S. A., Secretary. 

Wortp Mepicat Association, Vienna, Austria, Sept. 20-26, 1955. Dr. 
Louis H. Bawer, 345 East 46th St., New York 17, N. Y., U. S. A. 
Sc. retary-General. 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


Natronat of Mepwat Ports ond in 1955. Feb. 1-2, 
April 19-20 (Part If only), Jume 21-22, Sept. 6-7 (Part I only). Candi- 
dates may file applications at any time, but the National Board must 
receive them at least six weeks before the date of the examination. New 
candidates should apply by formal registration; registered candidates 
should notify the board by letter and forward their fees. Exec. Sec., 
Dr. John B Hubbard, 133 South 36th St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 

Boarp oF Written. July 15. Final date for 
filing applications is Jan. 15. Oral. Colorado Springs, March 27-31. New 
York City, Oct, 23-27. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., 
Hartford 15. 

Board oF Dramarotogy axnp Written. Various 
centers, June 30. Oral. October, date and place to be announced. To be 
cligible, candidates must complete %4 months of training by October 1. 
Final date for filing application is March 15. Exec. Sec., Miss Janet 
Newkirk, 129 E. Slnd St.. New York 22. 


Boarp oF Inteenat Mepicine: Oral. New Orleans, Feb. 1-4; 
Philadelphia, May 4-5; Washingion, D. C., May 6-7; Portland, Ore., 
Sept. 14-16; Chicago, Nov. 30-Dec. 1. Exec. Sec., Dr. William A. Wer- 
rell, 1 West Main St., Madison 3, Wis. 

Amraican of Onstriaiws ann Part I, Written Fx- 
amination and Review of Case Histories. Various cities of the United 
States and Canada and military centers outside the continental United 
States, Feb. 4. Final date for filing applications was Oct. 1. Part I, 
Oral Examination. Chicago, May 12-20. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6, 

American oF Practical examinations, 1934. New 
York City, Dec. 5-9. Written, 1955. Various cities, Jan. 24-25. Pinal 
date for filing application was July 1, 1954. Practical examinations, 1955. 
Philadelphia, June 10-15; Chicago, Oct. 9-14. Sec., Dr. Edwin B. Dunphy, 
56 Ivie Road, Cape Cottage, Maine. 

Amtatcan Boarp oF Oxtnorarpic Surcery: Part 1. Various locations, 
April. Final date for filing applications was November 0. Part 11. Los 
Angeles, Jan. 27-28. Sec., Dr. Harold A. Sofield, 122 South Michigan 
Ave., Chicago 

American Board oF OTOLARYNGOLOGY: Richmond, Va.. March 6-10. Sec., 
Dr. Dean M. Lierle, University Hospital, lowa City. 


Boarp or Written. Selected locations, Jan. 14. 
This is the only written examination which will be given during 1955. 
Oral, New Orleans, March 4-6, Detroit, April 8-10; New York City, 
June 10-12; Chicago, Oct. 7-9; and Washington, D. C., Dec. 2-4. Admin. 
Sec., Mrs. John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 


of Pruysicat Meprcrwwe anp Philadel- 
phia, June $4. The final date for filing applications is March 1. Sec., 
Dr. Eart C. Elkins, #0 N. Michigan Ave., Chicago 2. 


Ampaican Boarp of Piastic Surceay: Entire Examination. Washington, 
D. C., April %0-May 2. Final date for filing case reports is Jan. 1. 
Corres. Sec., Miss Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 


Boarp oF Psycwtatey AnD Nevurotogy: New York, Dec. 13-14; 
New Orleans, Feb. 28-March 1, 1955; San Francisco, mid-October, 
1955; New York City, December, 1955. Sec., Dr. David A. Boyd, 102. 
110 Second Ave. S.W., Rochester, Minnesota. 


oF Rapiotocy: Chicago, week of May 22; week of 
Dec. 4. Final date for filing applications for the spring examination was 
Dec. 1. Those candidates who will complete the required three years’ 
training by June 30, 1955, will be eligible to appear for examination 
in May, and those candidates who will complete their training by Dec. 
31, 1955, will be eligible to appear for examination in the fall. Sec., 
Dr B. BR. Koerklin, 429 First National Bank Bidg., Rochester, Minn. 

Boasp oF Part 1. March 0. Part Kansas City, 
Kan.. Dec. 13-14; New Orleans, Jan. 17-18; Baltimore, Feb. 14-15; 
Cincinnati, March 14-15; San Francisco, April 18-19; Boston, May 16-17; 
Philadelphia, June 13-14. Sec., Dr. John B. Flick, 255 S. Fifteenth St, 
Philadetphia 2. 

Tue Boaep or THoract Surcery: Written. February. Final date for 
applications is Jan. 1. Sec., Dr. Wm. M. Tuttle, 1151 Taylor Ave., 
Detrou 2. 
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DEATHS 


Cole, Lewis Gregory ® White Plains, N. Y.; born May 21, 1874; 
Columbia University College of Physicians and Surgeons, New 
York, 1898: interned at the Roosevelt Hospital in New York; 
from 1913 to 1921 professor of roentgenology at Cornell Univer- 
sity Medical College in New York; as president of the American 
Roentgen Ray Society, organized the Army School of Roent- 
genology at Cornell during World War 1; past president of the 
Radiological Society of North America, and the recipient of 
its first Gold Medal award for work on the anatomy, physiology. 
and pathology of the “cap”: member of the American Gastro- 
enterological Association and was presented with its fourth 
Friedenwald medal for outstanding accomplishments in gastro- 
enterology:; as Essayist to the third International Congress of 
Radiology in Paris in 1930, presented the essay “Radiologic 
Exploration of the Mucosa of the Gastro-Intestinal Tract”; in 
1940 recipient of the first James Ewing award for preparation 
of pathological material; member of the American College of 
Radiology: an Associate Fellow of the American Medical Asso- 
ciation; in his active and energetic career he was on the staff 
of many hospitals in the capacity of attending physician to the 
x-ray department: among these were the Roosevelt Hospital, 
Polyclinic Hospital, St. Mary's Free Hospital for Children, 
Neurological Institute, Memorial Hospital, Fifth Avenue Hos- 
pital, and the French Hospital, all in New York City, and St. 
Mary's Hospital in East Orange, N. J., St. John’s Hospital in 
Long Island City, Lawrence Hospital in Bronxville, N. Y., 
United Hospital in Portchester, N. Y., Hudson (N. Y.) City 
Hospital, and Yonkers General and St. Agnes’ hospitals in White 
Plains; as consultant was associated with the New York City 
Board of Health, Trudeau (N. Y.) Sanatorium, and the Booth 
Memorial Hospital; author of “Lung Dust Lesions Versus 
Tuberculosis”; died in St. Agnes’ Hospital Oct. 15, aged 80. 


New, Gordon Balgarnie, Rochester, Minn.; born in Hamilton, 
Ontario, Canada, Nov. 6, 1885; received the degree of D.D.S. 
in 1906, of M.B. in 1909, and of M.D. in 1915 from the Univer- 
sity of Toronto (Canada) Faculty of Medicine; interned at the 
City Hospital in Hamilton; in 1910 joined the Mayo Clinic as 
head of the section on laryngology and oral and plastic surgery: 
later became professor of plastic surgery at the University of 
Minnesota Graduate School; specialist certified by the American 
Board of Otolaryngology and the American Board of Plastic 
Surgery; secretary of the Section on Laryngology, Otology, and 
Rhinology of the American Medical Association from 1934 to 
1937, when he became chairman; past president of the American 
Laryngological Association and in 1949 recipient of the New- 
comb award; past president and vice-president of the American 
Academy of Ophthalmology and Otolaryngology; formerly vice- 
president of the American Association of Oral and Plastic Sur- 
geons, on Oct. I, 1952, received an award from the American 
Society of Plastic and Reconstructive Surgery; fellow of the 
American College of Surgeons; died in the Methodist Hospital 
Oct. 28, aged 68, of pulmonary embolism and lymphoblastoma. 


Smith, Lemuel David *# Milwaukee; born in Pittsford, N. Y., 
Feb. 19, 1883; Marquette University School of Medicine, Mil- 
waukee, 1921; assistant clinical professor of orthopedic surgery 
emeritus at his alma mater; specialist certified by the American 
Board of Orthopaedic Surgery; past president of the Milwaukee 
Society of Clinical Surgery and the Alumni Association of the 
Massachusetts Institute of Technology; member of the Clinical 
Orthopaedic Society and the American Academy of Orthopaedic 
Surgeons; fellow of the International College of Surgeons and 
the American College of Surgeons; served during World War 1; 
on the staffs of the Milwaukee Children’s, St. Anthony, Miseri- 
cordia, St. Joseph, St. Michael, and St. Luke's hospitals; died 
Oct. 7, aged 71, of heart disease. 


Spaulding, Harry Van Ness * Yucca, Ariz.; born in Titusville, 
Pa., in 1885; Cornell University Medical College, New York. 
1908; formerly practiced m New York City, where he was honor- 


@ Indicates Member of the American Medical Association. 


ary police surgeon of the New York Police Department, on 
the staff of St. Clare's Hospital, and consultant at the Manhattan 
General and Columbus hospitals; served as consultant at the 
North Hudson Hospital in Weehawken, N. J., St. Francis 
Hospital in Port Jervis, N. Y., and the Municipal Sanatorium 
in Otisville, N. Y.; past president of the New York chapter of 
the Pan American Medical Association; fellow of the American 
College of Surgeons; member of the Industrial Medical Associ- 
ation, died in Phoenix, Oct. 20, aged 69, of pulmonary embolism. 


Kearny, Richard Augustine Washington, D. C.: born in 
Plaquemine, La., Feb. 13, 1883; Medical Department of Tulane 
University of Louisiana, New Orleans, 1905; specialist certified 
by the American Board of Otolaryngology: member of the 
American Academy of Ophthalmology and Otolaryngology: 
fellow of the American College of Surgeons: for many years 
special lecturer in otolaryngology at Georgetown University 
School of Medicine; on the resident staff of the Massachusetts 
Fye and Far Infirmary in Boston, from 1919 to 1921; at one 
time associated with the U. S. Public Health Service; member 
of the senior attending staff of Garfield Memorial Hospital; died 
Oct. 4, aged 71, 


Mills, Moore Anderson # Seattle: born in Sedro-Woolley Feb. 6, 
1910; Northwestern University Medical School, 1939; specialist 
certified by the American Board of Internal Medicine; for a 
short time instructor in bacteriology at his alma mater; clinical 
instructor in medicine at the University of Washington Schools 
of Medicine and Dentistry; member of the Society of American 
Bacteriologists and the American Society of Tropical Medicine; 
during World War U1 served in the European, South Pacific, and 
Japanese theaters, receiving the American Defense and ETO 
Ribbons and the Asiatic-Pacific Victory medal; on the staffs of 
the Virginia Mason and Harborview hospitals; died Oct. 21, 
aged 44. 


Brown, G Woodford * Williamsburg, Va.: born Dec. 10, 
1868; College of Physicians and Surgeons, Baltimore, 1893; 
member of the American Psychiatric Association; a member of 
the medical advisory board during World War 1; during World 
War II senior psychiatrist for the Selective Service System in 
Virginia; senior director of the Peninsula Bank & Trust Com- 
pany; served as a member of the state advisory board on mental 
hygiene; visiting lecturer at the College of William and Mary; 
for many years superintendent of the Eastern State Hospital; 
died Oct. 8, aged 85, of arteriosclerotic heart disease, 


Andrews, Edward Palmer, Portage, Wis.; Rush Medical College, 
Chicago, 1899; on the staff of Divine Savior Hospital; died 
Oct. 7, aged 80, of coronary thrombosis. 


Antine, Leon Julius, New York City; University and Bellevue 
Hospital Medical College, New York, 1924; served during 
World War Hl; died July 9, aged 54, of carcinoma of the lung. 


Armstrong, Robert Burns * Scottsdale, Ariz.: University of 
Pittsburgh School of Medicine, 1910; member of the lowa State 
Medical Society; died in St. Joseph Hospital, Phoenix, Oct. 6, 
aged 69. 


Bartholomew, Henry Shank # Harbor Beach, Mich.: University 
of Michigan Medical School, Ann Arbor, 1910; past president 
of the Ingham County Medical Society; for many years practiced 
in Lansing, where he was city physician; served during World 
War I; died Sept. 21, aged 88, of coronary thrombosis. 


Berl, Adolf, Westboro, Mass.: Friedrich-Wilhelms Universitit 
Medizinische Fakultat, Berlin, Prussia, Germany, 1932; on the 
staff of the Westboro State Hospital; died Oct. 11, aged $2, of 
cerebral hemorrhage. 


Branyan, Hugo ® Waukegan, Ill; the Hahnemann Medical 
College and Hospital, Chicago, 1909; past president of the Lake 
County Medical Society; formerly city physician; on the staff 
of the Viciory Memorial Hospital; died Oct. 24, aged 69, of 
heart disease and hypertension. 
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Chase, Chauncey Leonard icut. Colonel, U. S. Army, retired, 
Lake Wales, Fla.; Kentucky School of Medicine, Louisville. 
1899; entered the regular Army as a major Nov. 29, 1920, and 
retired May 31, 1936; served during World War 1; died Sept. 23. 
aged 80). 

Costanzo, Joseph John * Clementon, N. J}: St. Louis University 
School of Medicine, 1936; died in Philadelphia Aug. 20, aged 45. 
of a brain tumor. 

Davis, Stephen Rich # Lynn, Mass.; University of Vermont 
College of Medicine, Burlington, 1896; an Associate Fellow of 
the American Medical Association; on the staffs of the Lynn 
and Union hospitals; died Oct. 5, aged 83, of a heart attack. 
Edwards, William Donald, Hondo, Calif.; College of Medical 
Evangelists, Loma Linda and Los Angeles, 1923; on the staff of 
the Rancho Los Amigos; died Sept. 24, aged 56. 


Evans, Albert ® Boston; Harvard Medical School, Boston, 1902: 
member of the American Psychiatric Association; died Sept. 27, 
aged 


Feldman, Joseph * Palm Beach, Fla. Long Island Collece 
Hospital, Brooklyn, 1918; specialist certified by the American 
Board of Otolaryngology; member of the American Academy 
of Ophthalmology and Otolaryngology; served during World 
War |; on the staffs of the Good Samaritan and St. Mary's 
hospitals in West Palm Beach; died Oct. 7, aged 62, of coronary 
disease. 

Fiatka, Solomon M. * Brooklyn: Boston University School of 
Medicine, 1924; long associated with the bureau of preventable 
diseases of the New York City Health Department: taught at 
State University of New York College of Medicine at New York 
City; on the staff of the Maimonides Hospital; died Oct. 18, aged 
61, of cerebral hemorrhage. 


Frick, Euclid B. Colone!, U. S. Army, retired, Palo Alto, 
Calif., University of California Medical School, San Francisco, 
1888; entered the regular Army Nov. 4, 1889; served during 
World War 1; retired Nov. 4, 1919, formerly superintendent of 
the San Francisco Hospital; died Oct. 8, aged 8&7, of embolism. 


Garster, Verl Zane ® Waynesburg, Ohio: Ohio State University 
College of Medicine, Columbus, 1921; member of the American 
Academy of General Practice; served during World War 1; on 
the staff of the Aultman Hospital, where he died Oct. 12, aged 
60, of intracerebral hematoma. 


Greaves, John Dale New Alcxandria, Pa: University of Penn- 
sylvania Department of Medicine, Philadelphia, 1900; died 
Sept. |, aged 76. 


Hodzen, John Thomson Grand Rapids, Mich: University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1910; served overseas during World War |; specialist certified 
by the American Board of Orthopaedic Surgery; member of the 
Clinical Orthopaedic Society and the American Academy of 
Orthopaedic Surgeons; fellow of the American College of Sur- 
geons; on the staff of the Blodgett Memorial Hospital, where he 
died Oct. 9, aged 70, of coronary thrombosts. 

Kraut, Elgie ® Lancaster, Wis.; College of Physicians and Sur- 
geons of Chicago, School of Medicine of the University of 
lilinois, 1909; died Aug. 18, aged 70, of carcinoma of the throat 
and lungs. 


Kuperstein, David * Brooklyn: Long Island College Hospital, 
Brooklyn, 1925; specialist certified by the American Board of 
Obsicirics and Gynecology; feliow of the American College of 
Surgeons; served during World War Il; formerly on the faculty 
of his alma mater; on the staff of the Greenpoint and Jewish 
hospitals: consultant at the Menorah Home and Hospital for 
Aged and Infirm; died Oct. 19, aged $3. 

Lazar, Henry Lussan Excelsior, Minn.: Medical Department 
of Tulane University of Louisiana, New Orleans, 1905; drowned 
in Lake Minnetonka Oct. 13, aged 72. 

Leavitt, Frank James * Los Angeles; College of, Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1902; formerly associate professor of medicine at the 
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College of Medical Evangelists; served on the staffs of the Los 
Angeles General and the Hollywood Presbyterian hospitals; died 
in the Mission Sanitarium in Glendale Sept. 29, aged 78. 


McHugh, John Joseph Wilkes-Barre, Jefferson Medical 
College of Philadelphia, 1908: for many years secretary of the 
Luzerne County Medical Society; died Oct. 27, aged 78. 

Miller, Edward # New York City: Columbia University College 
of Physicians and Surgeons, New York, 1899; died in Mount 
Sinai Hospital Sept. 12, aged 76. 

O'Byrre, George Theodore * Corpus Christi, Texas: University 
of Colorado School of Medicine, Denver, 1925; specialist cer- 
tified by the American Board of Pediatrics: member of the 
American Academy of Pediatrics; on the staffs of the Memorial, 
Driscoll Foundation Children’s, and Spohn hospitals; died 
Sept. 28, aged $3. 

O'Neill, Clarence Nelson Montgomery. Pa: University of 
Toronto Faculty of Medicine, Toronto. Canada, 1924; died 
Oct. 10, aged $6. 

Pope, Nathan Kenzy * Sprivgficld, Mo. Chicago College of 
Medicine and Surgery, 1914; en the staff of the Burge Hospital; 
served as assistant superintendent of the Missouri State School 
in Marshall and superintendent of the division for the criminally 
insane of the Fulton State Hospital in Fulton: died in St. John’s 
Hospital Sept. 25, aged 65. 

Robb, James Carey * Fowler, Kan. Keokuk (lowa) Medical 
College, College of Physicians and Surgeons, 1901; served on the 
school board: on the staff of Trimty Hospral and St. Anthony 
Hospital in Dodoe City, died in Fowler Community Hospital 
Oct. 6, aged 75, of coronary occlusion. 


Rona, Maurice © New Brunswick, N. J.: Magyar Kiralyi 
Pazmany Petrus Tudomanyegyectem Orvosi Fakuliasa, Budapest, 
Hungary, 1912; specialist certified by the American Board of 
Radiolcgy; member of the Radiological Society of North 
America and the American College of Radiology; on the staffs 
of St. Peter's General and Middlesex General hospitals; died 
Oct. 14, aged 65, of coronary thrombosis. 


Scheurich, Leo George, Tomah, Wis. University of Maryland 
School of Medicine, Baltimore, 1908; health officer: died in 
Tomah Memorial Hospital Aug. 11, aged 71, of gastric cancer. 


Schneider, Charles Samuel # Milwaukee: Marquette University 
School of Medicine, Milwaukee, 1926; served during World 
War Il; died in Wood Aug. 23. aged $6, of cancer. 


Schusterson, William, New York City; University and Bellevue 
Hospital Medical College, New York, 1921; on the staff of the 
Gouverneur Hospital; died Oct. 18, aged $4. 


Spencer, Waiter James, Chicago: Rush Medical College. Chi- 
cago, 1916; formerly served in the regular Navy; died Oct. 29, 
aged 64, of metastatic carcinoma of the liver and carcinoma of 
the rectum. 


Tankersley, Ernest ® Samson. Ala: University of Louisville 
(Ky.) Medical Department, 1907: past president of the Geneva 
County Medical Society; died in Mobile Sept. 27, aged 77, of 
arteriosclerotic heart disease and hypertension 

Tegart, Richard Lioyd Portiand, Ore: Unwersity of Oregon 
Medical School, Portland, 1935; served as treasurer of the 
Oregon State Medical Society; on the staffs of the Emanuel and 
Providence hospitals; died Oct. 7, aged 61, of recurrent myo- 
cardial infarcuion. 


Underwood, Johnson Parkville. Mo: Kansas City (Mo) 
Medical College, 1891; died Sept. 22, aged 89, of generalized 
arterios-lerosis. 


Vaughn, Charles Waldo, Nokomis, Il: St. Lous College of 
Physicians and Surgeons, 1909; served as mayor: for cight years 
district superintendent of the siate department of public health; 
on the staff of St. Francis Hospital in Litchfield, and the Huber 
Memorial Hospital, Pana, where he died Oct. 27, aged 73, of 
hip fracture received in a fall and paralysis agitans. 

Waters, Philip Sheridan © Bethalto, Il.. Barnes Medical College, 
St. Louis, 1903; served as managing officer of the state hospitals 
at Alten, East Moline, and Peoria, and of the Lincoin 
State School and Colony; died in St. Joseph Hospital, Alton, 
Oct. 8, aged 75, of acute bronchopneumonia. 
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COLOMBIA 


Intravenous and Oral C y.—At a meeting of the 
National Academy of Medicine, Dr. Fsguerra Gomez stated 
that oral cholecystography systematically performed with iodo- 
panoic acid permits clear visualization of the bile ducts in all 
cases, except when the gallbladder is functionally excluded. The 
technique followed routinely by the speaker in more than 500 
patients consists of taking roentgenograms 14 and 20 hours after 
the ingestion of a double dose of iodopanoic acid. The pictures 
are taken with the patient in the ventral decubitus position. 
Vertical pictures with compression are also taken. Then the 
patient is given a glass of isotonic sodium chloride solution, with 
the aim of activating evacuation of the gallbladder and elimina- 
tion of the fat test meal. Roentgenograms are taken 20, 30, and 
40 minutes later, with the patient in the ventral decubitus or 
slightly oblique position. The patient should remain in the 
ventral decubitus position before the last roentgenograms are 
taken. In the group of patients observed by the speaker the bile 
ducts were not visualized in 20° because the gallbladder was 
nonfunctioning. Visualization of the bile ducts is only possible 
when the opaque substance is previously stored in the gall- 
bladder. Therefore, oral cholecystography is of no avail in 
persons whose gallbladder has been removed or those with a 
nonfunctioning gallbladder. In persons with either of these con- 
ditions intravenous cholangiography is indicated. 

The speaker observed 63 persons, normal or with either of the 
aforementioned conditions, who had intravenous cholangiog- 
raphy after injection of a 20° isotonic solution of iodipamide 
(Biligrafin). This substance contains 64.32% iodine, with six 
atoms of it in every molecule. It does not follow an enterohepatic 
cycle but reaches the liver through the blood. It acquires sufficient 
concentration in the bile ducts to make them visible prior to the 
passage of the substance into the gallbladder. Of the 63 patients 
who had cholangiography with this substance, the injection was 
well tolerated by 36 patients, 14 had nausea, 4 vomited, and 
the rest had urticaria that was acute in one of the patients. The 
bile ducts were well visualized in $5 patients; the gallbladder 
was also visualized in some of the patients; and in 8 none of the 
structures was seen, because of liver disorders. Four of these 
patients had nonobstructive jaundice, and two had biliary colic 
a few days before examination. In these two patients the bile 
ducts were visible in a second examination that was made after 
subsidence of the functional disorders of the liver. lodipamide is 
nontoxic and is rapidly eliminated through the kidneys. In 12 
of the 63 patients the gallbladder and the bile ducts proved to 
be functionally and morphologically normal both by oral and 
by intravenous cholangiography. Eighteen of the remaining $1 
patients had previously had cholecystectomy. Of the 18 patients 
whose gallbladder had been removed the hepatic and common 
bile ducts were normal in 4, dilated because of odditis in 6, 
contained calculi in 6, and were not visualized in 2. In three 
patients the stump of the cystic duct was visible. In one the 
stump was considered a rudimentary reconstruction of the gall- 
bladder. The remaining 33 patients had not had a cholecystec- 
tomy. Oral cholecystography with a double dose of iodopanoic 
acid failed to show any gallbladder shadow or radiopaque calculi. 
In 1S patients intravenous cholangiography gave visualization 
of the bile ducts and of the gallbladder. Calculi of the gallbladder 
were observed in all these patients. The bile ducts were normal 
in 11, and the common duct was dilated owing to odditis in 4. 
In 11 the gallbladder was not visualized, but the bile ducts 
were visualized. They were normal in five patients, revealed 
odditis in five, and in one 4 calculus was wedged in the root of 
the hepatic duct. Lack of visualization of the gallbladder in these 
patients was always due to the presence of a calculus either in 
the cystic duct or in the infundibulum, preventing passage of 
the opaque substance. In the remaining six patients neither the 


The items in these letters are contributed by regular correspondents in the 
various foreign countries. 


gallbladder nor the bile ducts were visualized. The speaker con- 
cluded that oral cholangiography and oral cholecystography do 
not give visualization of the bile ducts when the gallbladder is 
nonfunctioning and when the patients have had a cholecystec- 
tomy. Intravenous cholangiography with iodipamide is indicated 
as a routine procedure in these patients. Intravenous cholangi- 
ography is not a substitute for oral cholecystography. Oral 
cholecystography is easy to perform, and the results are as good 
as those of intravenous cholangiography when the gallbladder is 
functioning. In 63 patients who had intravenous cholangiography 
with iodipamide the substance was well tolerated. An exact 
diagnosis of the condition of the bile ducts was made in 85.7% 
of the patients. The gallbladder was visualized in 45.45 of 
the patients in whom oral cholecystography revealed it to be 
nonfunctioning. Intravenous cholangiography is of great value 
for ascertaining the exact condition of the bile ducts both before 
and after cholecystectomy. In patients who have had a cholecys- 
tectomy odditis, dilation of the bile ducts, and intracanalicular 
calculi can be diagnosed only by means of intravenous cholangi- 
ography. 


ENGLAND 


If Labor Returns to Power.—-The Labor Party Annual Confer- 
ence at Scarborough considered matters connected with the 
National Health Service. When the service was initiated by 
the last Labor government, hospitals were allowed to retain a 
small number of pay-beds, the charge for the use of which was 
calculated at the rate of the cost to the service of an ordinary 
hospital bed, plus 25°. In 1948 the cost was $20 to $25 per 
week. It now varies between $42 and $111 per week. Physicians 
who are under contract in the service are entitled to charge 
private patients fees for their services. The Labor executive has 
now decided that there shall be no more pay-beds in hospitals. 
Quite a large number of people still prefer to be treated as 
private patients, but if the new threat is carried out, it will be 
a good thing there are private nursing homes. The Minister of 
Health, speaking at the Conservative Party Local Government 
Conference at Blackpool, denounced the Labor Party's pledge 
to abolish pay-beds. He argued that, if a man wants to pay for 
privacy in the medical treatment of himself or his family rather 
than spend the moncy on betting pools, that should be his privi- 
lege. He said, “I despise that proposal for its hypocrisy, its 
inconsequence and its .. . irrelevance to the problems of the 
National Health Service.” A debate on the National Health 
Service opened on a resolution that asked the executive to set 
up a committee to consider how to make hospital control more 
democratic. For the executive, Miss Herbison, M.P., announced 
that they accepted a resolution that had not been moved, pro- 
posing the annulment or amendment of regulations imposing 
a means test for the payment of expenses incurred in attending 
hospitals. Mr. C. Lane asserted that an administrative empire 
was being built up to the detriment of hospitals. Another reso- 
lution urged an inquiry into the state of hospitals and the re- 
cruitment of staffs. Mrs. E. Leggett declared, “Nurses are get- 
ting fed up. If there are not sufficient cleaners they have to do 
some of the dirty work. As a result they are leaving.” Mr. W. 
Griffiths provoked angry cries when he said that, because of 
the inadequate pay, the cream of the hospital staffs had left and 
that they were recruiting the dregs of the labor market. 


Carbon Monoxide —In the British Medical Journal 
of Oct. 2, 1954, Dr. Keith Simpson reports a series of 100 cases 
of carbon monoxide poisoning that he has investigated. He says 
that, in England and Wales, 400 to S00 cases of accidental 
poisoning by domestic coal gas occur annually. In 1951 it was 
515, of which only 15 occurred at work, and 459 occurred at 
home. About two-thirds of these involved people over 60 years 
of age who were exposed to risk through forgetfulness or in- 
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firmity. He drew attention to (1) common dangers inherent in 
present-day domestic gas usage, (2) other commonly unsuspected 
sources of carbon monoxide pollution of air, and (3) the urgent 
need for adequate warning of danger and for safety devices 
in domestic apparatus. The main causes of carbon monoxide 
poisoning are, in order of decreasing frequency, (1) trivial acci- 
dents with taps and burners, such as partly turned stopcocks; 
(2) ignorance of the importance of adequate ventilation: (3) 
blocked flues or vent pipes, especially from the bathroom; (4) 
fortuitous incidents reflecting defects in the supply, such as leaky 
apparatus or fractured mains; and (5) exposure due to such 
factors as collapse from natural disease or drunkenness. A phy- 
siclan sees many cases of unexpected sudden death, some of 
which he may feel tempted to report as requiring autopsy to 
establish the cause of death, when, in fact, they reveal both 
natural disease and evidence of carbon monoxide absorption. 
Proof of the cause of death is to be found by blood analysis, 
which will show varying degrees of carbon monoxide attached 
to the hemoglobin. 


Better Hospital Liaison Urged.—C loser partnership between the 
medical, lay, and nursing branches in hospitals has been rec- 
ommended in a report by the committee set up by the Central 
Health Services Council four and a half years ago to investi- 
gate the internal administration of hospitals. It describes as un- 
fortunate the fact that more than half the written evidence, and 
a proportionate part of the evidence of witnesses, was concerned 
with the question of medical versus lay administration. The work 
of house committees was specially noted, and, valuable though 
this is in the field of public relations and patient welfare, the 
committee is against house committees being given direct power 
to spend Exchequer money. The report discusses the appoint- 
ment of hospital officers to governing bodies. Anything in the 
nature of a syndicalist structure is deplored, but the value of 
having medical members is unquestioned. The British Medical 
Association's suggestion that the chairman of the medical staff 
committee should be an ex-officio member of the governing 
body was not accepted, though the recommendation was made 
that regional boards should appoint not more than one-fifth of 
the members of cach hospital management committee from 
among names submitted to them by the senior medical and 
dental staff of the hospitals concerned. There is need for 
originality and experiment throughout this field, and to impose 
any one pattern of organization would be fatal (Report on In- 
ternal Administration of Hospitals, Stationary Office). 


The British Medical Register.— The effect of the preregistration 
year is apparent in the statistics for 1953 given at the beginning 
of the new (1954) Medical Register. Over the last 10 years the 
average number of names added to the Register annually has 
been 2,897, but last year the total was only 507, of which 436 
were from the Commonwealth, 63 from Ireland, and 7 foreign. 
In England there was one new registration, and in Scotland 
none, but 1,817 provisional registrations were made. Taking 
registered and provisionally registered together, last year showed 
some falling off in new registrations in England compared with 
the exceptionally high levels of the previous three years, while 
in Scotland and Ireland new registrations were not much more 
than half the usual number. New Commonwealth registrations 
are now running at about double the prewar figure. At the end 
of 1953 there remained 83,090 names on the Register and 
1.813 on the Provisional Register, an increase, when taken to- 
gether of nearly 1,000 over the 1952 total. 


Extra Payments to Physicians.—Special annual payments, to a 
maximum of $980, for physicians practicing alone with under 
1.200 Health Service patients have been agreed between the 
Ministry of Health and the British Medical Association. They 
will be retroactive to April 1, 1953. These increases were pro- 
posed by the working party on the distribution of general practi- 
tioners’ pay. They will compensate those physicians who may 
have suffered under the new pay system introduced after the 
Danckwerts award. The grant will consist of a basic $700 a year 
in addition to normal capitation fees and “loadings,” and will 
increase by $1.50 a patient. It is expected that between 500 and 
600 physicians will be eligible. 
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Cancer Research Urged.—At the Conservative Party Confer- 
ence at Blackpool, Mr. J. Warnock urged the government to 
take more active measures in cancer research by financial 
assistance and positive leadership. The Minister of Health said 
cancer was becoming more important as a cause of death. The 
incidence of lung cancer is increasing rapidly. If, however, allow- 
ances are made for the aging structure of the population, cancer 
iS Not increasing but decreasing. He stated that no new, hopeful 
line of inquiry would be thwarted for lack of public funds. 


Death of Dr. Alfred Cox.—Dr. Alfred Cox, who died at the age 
of 88, was medical secretary of the British Medical Association 
from 1912 until his retirement in 1932. He helped to steer the 
association through the difficult carly days of the National Health 
Insurance scheme, 


PERU 


‘ at High Altitudes.—At a mectinge of the Peruvian 
Academy of Surgery, Dr. Victor Maccagno Ferrero reported on 
100 cholecystectomies performed in a period of two years at the 
General Hospital of Chulec of Oroya, 3.800 m. above sea level, 
on patients whose physiological characteristics differed from 
those shown by the inhabitants of the lowlands. Twenty-seven 
of the patients were Indians, 70 half-breed, and 3 white: 53 
were women, and 47 were men. Their ages ranged from 17 to 
66. Six patients were from towns 3,000 to 3,500 m., 64 were 
from towns 3,501 to 4,000 m., and 26 were from towns 4,001 
to 4,500 m. above sea level. Most of the patients had poly- 
cythemia. The higher the hemoglobin level the more profuse 
was the bleeding during the operation. This complication usually 
occurred in spite of the most careful hemostasis. For this rea- 
son, Dr. Maccagno now biceds patients whose hemoglobin level 
exceeds 19 gm. per 100 cc., drawing off between S00 and 
1,500 cc. of blood. It was found that 25° of these patients with 
polycythemia had a coagulation time of over 15 minutes. The 
speaker thinks this might be caused by the fact that in patients 
living at a high altitude the thrombocytes do not increase in 
proportion to the increase in the erythrocytes. The possibility of 
poor absorption of vitamin K was excluded. The bleeding time 
of these patients was found to be normal. 

The group of patients showing anemia was treated with special 
care, particularly those with a hemoglobin level of less than 
15 gm. per 100 cc., since such values at an altitude of 3,000 
m. or more above sea level indicate a deficient oxygen supply 
to the tissues. In most patients the induction of anesthesia was 
prolonged and so was the return to consciousness following 
anesthesia. This may be due to the slowing of the circulatory 
velocity in the subjects with polycythemia and to the hypoten- 
sion usually observed in persons living at a high altitude. The 
amount of anesthetic consumed during an operation is greater 
at high altitudes than during similar operations near sea level. 
In almost all the patients the retrograde method was used, and 
only in a few patients with acute cholecystitis was the direct 
method used. The postoperative period was calm in 84 patients; 
complications were noted in 16, 3 of whom died. Early ambu- 
lation has been shown to reduce the number of complications, 
chief among which are paralytic ileus, bronchopneumonia, and 
atelectasis. The slowing of the circulation commonly seen in 
these patients may predispose to ileus and pneumonia. 


Service.—The first orthoptic service to be established 
on the west coast of South America has been opened as part 
of the ophthalmology department of the Arzobispo Loayza Hos- 
pital of Lima, under the leadership of Dr. Valdeavellano. lt 
is equipped with the most modern apparatus. So far 341 per- 
sons have been examined and found to have cither latent or 
manifest strabismus. Of these 271 have been treated; 95 of 
those with normal retinas and 62.5% of those with abnormal 
retinas have been cured. The therapeutic procedures employed 
by the orthoptic method are aided by surgical intervention 
whenever indicated. 


Dr. Krumdieck Honored.—The Latin-American division of the 
American Academy of Pediatrics has named Dr. Carlos F. 
Krumdieck, professor of pediatrics at the San Fernando Medi- 
cine School of Lima, president for the period from 1954 to 1957. 


MORTALITY IN EPILEPSY 

To the Editor-—In the past, physicians have not considered 
epilepsy as a frequent cause of death. Pathologists generally 
have felt that the only possible cause for death in the course 
of epilepsy is the condition known as status epilepticus. It is 
often said that no one dies in a seizure. From the pathologist's 
Standpoint, a seizure is not in itself a cause for death. The 
following observations were made as the result of curiosity 
about how frequently epilepsy is reported as a cause of death. 
We also wished to determine what was meant by death “due 
to epilepsy” as reported on the death certificates that reached 
the Wisconsin State Board of Health. This board publicizes 
annually all deaths and their causes in the state of Wisconsin. 
It was startling to observe that 70 deaths were recorded as 
attributable to epilepsy. With the excellent cooperation of the 
Wisconsin State Board of Health, we have obained data con- 
cerning these deaths and have made an analysis and compara- 
tive study of mortality in other chronic medical conditions. By 
“attributable to epilepsy” is meant those deaths reported to the 
State board of health by the physician, or coded according to 
the manual of the International Statistical Classifications of 
Diseases, Injuries, and Causes of Death, as being “duc to epi- 
lepsy.” FE. H. Jorris of the Wisconsin State Board of Health 
explained the reporting as follows: 


In following this Manual, death is coded to the underlying cause regard- 
less of whether it is properly entered on the death certificate by the 
Physician and not to the condition directly leading to death. Epilepsy 
is mentioned on many death certificates by the physicians as a contrib- 
Uting factor. In these cases, whieh are not included in the list furnished 
to you, the death was ass ened to underlying cause other than epilepsy. 
Drowninegs, accidental deaths resulting from epilep.y. and ill-defined terms 
such as “acute heart failure” and “circwatory collapse.” when associated 
with epilepsy by the physician, are coded as attributed to epilepw. When 
it is known that epilepsy is the result of an injury, the death would be 
coded to the cause of the injury; however, when death occurs in an 
individual (one year or more of age) in whom the epilepsy is known to 
be duc to a birth injury. the death is ass ened to the epilepsy. In 1953 in 
the state of Wisconsn there were recorded 70 deaths in which the cause 
of death was coded as due to epilepsy. The total number of deaths from 
all causes was 34.599 im the same year. Deaths attributable two epilepsy, 
therefore, were 0.2% of ali deaths, or 2 per 100,00) in the population. 


An analysis of the data provided by the state board of health 
made it possible to separate this total of 70 deaths attributed 
to epilepsy into four categories, as follows: 1. Deaths that had 
to be considered as caused by epilepsy directly, that is, deaths 
that occurred in the course of status epilepticus. This greup 
consisted of 14, or 20° of the total 70. 2. Deaths that were 
the accidental consequence of seizures, such as drowning, suffo- 
cation, asphyxiation, and severe brain injurics as a result of 
trauma. Of this group there were 12, or 17° of the total 70. 
3. Cases that were listed as “due to epilepsy” but in which, 
from the data given, it does not appear that death was properly 
related as a natural or accidental consequence of epilepsy. 
Examples of this situation are death due to coronary thrombo- 
sis, pulmonary edema, cerebral hemorrhage, purulent bron- 
chitis, and pneumonia. Such deaths cannot be considered to be 
due to epilepsy, since they are quite remote from seizures and 
might well occur if there were no seizures. Of this group there 
were 22, or 30° of the total 70. 4. Twenty-two cases, or 23%, 
of the total described as being “due to epilepsy” are without 
sufficient additional data to make a decisive opinion as to what 
the cause of death was. Such diagnoses as influenza, rheuma- 
toid arthritis, cerebral arteriosclerosis, cardiac failure, corebral 
damage, and fetal erythroblastosis could not be considered as 
causes of death from epilepsy even though epilepsy did co-exist. 
Such conditions may lead to death without epilepsy. it is our 
Opinion that epilepsy should not have been used as a cause for 
death in this group of patients. 

In analyzing the above data, we have reached the following 
opinions concerning epilepsy as a cause of coat: 1. Epilepsy 
is not a common or frequent cause of death. 2. Epilepsy should 
not be listed as a cause of death unless the terminal condition 
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is the proximate or accidental consequence of seizures. 3. If the 
above definition of death “due to epilepsy” is accepted, it be- 
comes an even less frequent cause of death: 26 cases out of 70, 
or 37.2% of the total attributed to epilepsy—actually, less than 
one per thousand. 4. Assuming points two and three above are 


Partial Classification of 34839 Deaths Among Wisconsin 
Population of 3,542,000 in 1953* 


Ra 
No. of of Al 


Cauee of Death Deaths Deaths Population 
coe 70 62 
Heart ooo ms 
Dialetes ts! to 19.3 
217 o4 6.2 
23 ol 66 


* Rate per 1409 population: @4 (erude death rate). 


accurate, it follows that over one-half (62.8%) of deaths attrib- 
uted to epilepsy are not, in fact, “due to epilepsy.” 5. When 
death resulted from the direct or accidental consequence of 
seizures, we fcel it is probable ether that no medical treatment 
was available or that treatment of the seizures was inadequate 
to control them. It is interesting to observe that 37 of the 
70 persons who “diced as a result of epilepsy” had their place 
of death recorded as home: 


18 
County home or hospital. s 
Other howpital..... 
Home a7 
Not given......... 1 


It is quite possible that some of these deaths could have been 
prevented by prompt and adequate medical treatment. It is also 
noted that the locations of 22 deaths were urban and of 48, 
rural; that the residences of 34 of the 70 persons whose deaths 
were attributed to epilepsy were urban, and of 36 the residences 
were rural; and that 69 of these persons were white and 1, 
Indian. 6. Accidental deaths, the result of falling from a rel- 
atively high place or of drowning, are noted here as unnecessary 
if the patient had been advised to avoid high places and swim- 
ming. When death occurs during the course of a seizure with 
resultant falling from a height or while swimming, the reporting 
of such a death makes it mandatory to include such incidents, 
We feel that this small group could be removed from statistical 
data if patients were adequately advised. 7. With better know!l- 
edge of the newer anticonvulsants and prompt, efficient medical 
treatment, epilepsy becomes an even less frequent cause of 
death. 

The study and analysis made here support the thesis that the 
epileptic, under adequate medical control with patient and criti- 
cal guidance and understanding of his problem, is substantially 
&@ mortality risk no greater than the average normal person. 


Evwarp D. Scuwape, M.D. 
Owen Orto, 

324 E. Wisconsin Ave. 
Milwaukee 2. 


PHYSICIANS FROM ABROAD 

To the Editor:—\In years gone by the United States has profited 
greatly by the training that its leaders in the practice of medicine, 
in teaching, and in research have received so freely in the clinics, 
laboratories, and operating rooms of Europe. Today the young 
men of Europe, Asia, and, to the greatest extent, Latin America 
are secking similar opportunities in North America. We have a 
clear responsibility, not only out of gratitude for favors to us 
in the past but in our own self-interest for the future, to provide 
training to those young men from other countries who desire to 
study here in order that they may return home to teach, practice, 
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and conduct research. Although thousands of thes: young men 
have been welcomed here in the past we see the doors of oppor- 
tunity being slowly closed to them in the United States. State 
after state, by one form of legislation or another, is restricting 
the opportunity for training in the residency programs of our 
medical schools and hospitals to citizens of the United States. 
This is a selfish and short-sighted policy. It must be reversed. 
First, we have a debt to repay for the many years of training that 
we have enjoyed abroad: for example, in the obstetric wards 
of the famed Rotunda in Dublin; in the surgical clinics of Rene 
Leriche in France, von Fiselsberg in Vienna, and Kocher in 
Switzerland; in the neurological wards of Jackson, Gowers, 
Hors'cy, Holmes, and Wi'son in London and those of Charcot 
and Marie in Paris; in the famous ophthalmological clinic of 
Fuchs in Vienna and the pathological laboratories of the same 
city; in the anatomic laboratories of Cajal in Spain: and in the 
physiological laboratories of Sherrington at Oxford, to name 
only a very few. 

There is no way in which we can better develop a feeling of 
good will and comradesip with the peoples of the world than 
by affording them opportunitics to learn at our hands and under 
our direction in our schools and hospitals. The opportunities 
that we have provided in recent years have caused a steady shift 
in interest and orientation of our Latin American colleagues 
from the clinics of Europe, in which they were formerly trained, 
to those of the United States. And with that shift has come a 
greater feeling of affection. But most important of all, the open- 
ing of the doors of our schools, clinics, and hospitals to the 
outstanding young men of other countries is our greatest Oppor- 
tunity to improve the health and welfare of the peoples of the 
world. The gift of money and goods may alleviate suffering in 
the emergency of carthquake or flood or afford temporary im- 
provement in any circumstance, and the brief visits of scientists 
and teachers to other countrics may provide valuable if tem- 
porary stimuli to their interest and activity, but nothing can 
equal our traming of their young men who will return to their 
homelands to spend their lives improving their schools, building 
up their clinics and hospitals, eradicating conditions that are 
deleterious to health, and training hundreds of other young men 
who will carry on in their footsteps. 

This is a debt we cannot afford not to repay; this is an 
opportunity we must not neglect. lt is important for the health 
and well-being of all peoples of the world—including ourselves. 
It is important that steps be taken immediately to alter the rules 
and laws so that well-trained visitors from other lands who are 
returning to their homes to practice and to teach can be admitted 
freely to our s-hools, laboratories, and hospitals, free from the 
requirements of citizenship and of licensure. 


Paut C. Bucy, M.D. 
25 E. Washington St. 
Chicago 2. 


SENSITIZATION TO ACRYLIC DENTURE MATERIALS 
To the Editor:-—Dr. A. A. Fisher, in his paper “Allergic Sen- 
sitization of the Skin and Oral Mucosa to Acrylic Denture 
Materials” appearing in Tue Journat for Sept. 18, 1954, page 
238, concluded that methyl methacrylate liquid monomer is a 
sensitizer and can cause an allergic contact type of cczematous 
reaction on the skin. He stated that it was unnecessary to 
patch-test for allergic sensitization to acrylic denture material 
or test with grindings or scrapings from the denture material, 
since, when it is completely polymerized, it is no longer a sen- 
sitizer or elicitor of allergic reactions. His results showed that 
patch-testing with the liquid monomer alone is sufficient to 
indicate the presence or absence of allergic sensitization to 
acrylic denture material. The self-cured acrylic denture material 
has sufficient unpolymerized monomer to give reactions in 
patients sensitized to the monomer, but the polymer and the 
heat-cured plate have not been shown to be sensitizers. 

I am not entirely in accord with his conclusions, since in 
1941 | observed a man who proved to be sensitive not only to 
the liquid monomer of methyl! methacrylate but to the polymer 
and the heat-cured denture material as well. The patient was 
a 4l-year-old dental technician who had been employed in 
making dentures from methy! methacrylate for two and one- 
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half years. An erythematous, vesicular, scaling-crusted, pain- 
fully fissured dermatitis had been present on his fingers for 
several months. Patch testis were used after a period of refrac- 
toriness to treatment. The materials used for patch-testing in- 
cluded the methyl! methacrylate liquid monomer, the polymer 
powder, and a small, smooth picce of the finished, heat-cured 
denture. Both the monomer and the polymer yiclded equally 
severe reactions of marked erythema, edema, and vesiculation 
in 48 hours. The denture piece produced marked erythema and 
edema without vesiculation. In 72 hours all patch sites were still 
erythematous and edematous, those of the monomer and poly- 
mer being scale-crusted. Erythema was still evident cigt days 
later and persisted for an additional seven days. Twenty-one 
days after the application of the patch materials the sites ap- 
peared dully erythematous and were assuming a brownish hy- 
perpigmentation. At a later date the patient showed a similar 
34. positive reaction to a piece of heat-cured, finished acrylic 
denture material made from a product derived by removing 
impurities (a secret process) from the manufacturer's product. 
In this “purification process,” a black, brittle, crystalline residue 
remained, to which the patient also showed a marked reaction. 
It is true that sensitization to acrylic denture material is rare, 

but this case shows that an adequately sensitized person can 
react unfavorably to a substance reputed to be nonallergenic. 
The dermatologist is always mindful of the fact that even those 
materials considered to have a low index of allergenicity can 
produce reactions in certain persons. By this token, patch-testing 
with methyl methacrylate dentures is a feasible procedure that 
may yicld results precluding the necessity for patch-testing with 
the liquid monomer. 

Harotp Surittow, M.D. 

SS FE. Washingion St. 

Chicago 2. 


LYMPHOSTATIC VERRUCOSIS 
To the Editor:-—May 1 be allowed to answer some of the points 
raised by Dr. Reiss in Tue Journat for Sept. 18, 1954, page 
274, on the subject of lymphostatic verrucosis (not verrucesa)? 
1 am in the privileged position not only of having coimed the 
name “lymphostatic verrucosis” (Ann. Trop. Med. 28:47, 1934) 
but also of being honored by having my name commemorated 
in an alternative title: Professor Leon's paper, abstracted in THe 
Journat (155:1000 (July 10) 1954) and mentioned by Dr. Reiss, 
bears the full tithe “La Verrucesis Linfostatica o Enfermedad de 
Robles y Loewenthal.” That the disease may follow recurrent 
attacks of erysipelas is well known, for recurrent erysipelas 
occurs in many sufferers from filarial elaphantiasis leading to 
so-called elephantiasis verrucosa. It was also described and pic- 
tured by me J. A. M. A. 1§2:475 |May 30) 1953) in an ampu- 
tation stump, after numerous attacks of inflammation had 
occurred. My doctrine has always been that the verrucosis is 
the result of lymph stasis, originating in many different ways, 
of which recurrent erysipelas is only one. I feel sure that Dr. 
Reiss will be interesied in consulting the contributions | have 
quoted. 

L. J. A. Lorwrentuat, M_D. 

$04 Medical Centre, 209 Jeppe St. 

Johannesburg, South Africa. 


BENZATHINE PENICILLIN G 

To the L-ditor:—\n an editorial on page 894 in the Oct. 30, 1954, 
issue of THe Journal, | note that a competitive company’s 
benzathine penicillin G is mentioned by brand name in such a 
way as to imply that no other company supplies this preparation. 
We believe that, by neglecting to give more than the one brand 
name, the editorial will serve to promote the brand mentioned 
to the detriment of other manufacturers’ brands. Our brand of 
benzathine penicillin G (Permapen), for example, has been 
Council-accepted for at least as long as the brand named in the 
editorial. 


W. ALan Watour, M.D. 

Medical Director 

Pfizer Laboratories 

630 Flushing Ave., Brooklyn 6, N. Y. 
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GOVERNMENT SERVICES 


ARMY 


Council of Reserve Officers red.—A council of five gen- 
eral officers from the Army Medical Corps Reserve has been 
organized to advise the Surgeon General on medical reserve 
matters. Major General George EF. Armstrong, the Surgeon 
General. welcomed these officers at the initial session held on 
Oct. 25 in his office. He said their advice would be sought on 
special reserve items having far-reaching impact on the health 
professions of the nation as well as on those problems concern- 
ing the general activities of the Army's medical reserve. The 
council members, all of whom were present at the first meeting. 
are Brigadier Generals Perrin H. Long, College of Medicine, 
State University of New York; Alexander Marble, Joslin Clinic, 
Boston: I. S. Ravdin, University of Pennsylvania School of 
Medicine, Philadelphia; Harold G. Scheie, University of Penn- 
sylvania Graduate School, Philadelphia; and Frank E. Wilson, 
director, Washington Office of the American Medical Associ- 
ation. Meetings of the council are scheduled to be held in the 
spring and fall of each year. The scope of such conferences is 
to range from procurement of reserve personnel to the use of 
professional reserves. The advisory group will also make sug- 
gestions for promoting a closer relationship between military 
and civilian medicine, with a view to increasing the strength of 
the Army Medical Service Reserve. 


New APO Regulations...The Department of Defense has re- 
quested that hereafter the phrase “Se Postmaster” not be used 
on mail addressed for delivery through overseas APO's. The 
address on mail intended for members of the armed forces or 
civilians receiving mail through overseas APO's should be con- 
fined to three lines, if possible, the last line to show the APO 
number followed by the name of the post office as, for example: 
Pvt. Willard J. Roe, RA 12378967, Company F, 167th Infantry, 
APO 801, New York, N. Y. 


NAVY 


Personal.—Licut. Vincent J. Fontana, M.C., of the Naval Re- 
serve has been released from inactive duty and will resume 
private practice in the field of allergy and will teach and conduct 
research in New York University-Bellevue Medical Center in 
New York, where he will be assistant clinical professor in the 
pediatrics department at the University Hospital. He had been 
chief of the allergy clinic at the Naval Hospital, Bethesda, Md... 
since 1952. Rear Admiral Lamont Pugh, Surgeon General of 
the Navy, left Washington on Oct. 28 to attend the dedication 
of the new Naval hospital on Guam, Marianas Islands, on Nov. 
2. After the ceremonies at Guam, Admiral Pugh flew to Luxem- 
bourg to represent the U. S. at the International Congress of 
Military Medicine and Pharmacy, held Nov. 7-12. He returned 
to Washington on Nov. 15, via Brussels, Paris, and New York. 


PUBLIC HEALTH SERVICE 


Expansion of the Commissioned Reserve.— A major expansion 
and reorganization of the commissioned reserve of the U. S. 
Public Health Service as a national defense measure has been 
announced by Surgeon General Leonard A. Scheele. The service 
expects to commission an additional 2,000 reserve officers by 
June 30, 1955, and present plans call for the commissioning of 
another 3,000 officers during the 1955-1956 fiscal year. 

The service has been assigned extensive new defense responsi- 
bilities as the result of a delegation by the Federal Civil De- 
fense Administration to the Department of Health, Education, 
and Welfare recently approved by the President. In addition to 
building up the commissioned reserve to emergency strength, 
the service is stepping up research in disaster health problems 
and is developing a program to reinforce state and local health 
departments in time of national crisis. In strengthening the 
commussioned reserve the service has two fundamental objec- 
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tives: (1) effective emergency use of professional personnel with 
training and experience in public health, and (2) augmenting 
these forces with physicians and other professional people not 
normally working in the field of public health. 

Dr. Scheele said that an officer of the emergency reserve 
would be called to active duty without his consent only in the 
event of a national emergency publicly recognized as requiring 
such action and that an officer of the emergency reserve already 
performing important health functions would not be called for 
service in another area unless the situation in that areca clearly 
justified it. Emergency reserve officers may request active duty 
at any time and will be considered for available assignments. 

The emphasis initially will be on the commissioning of 
physicians, dentists, sanitary engineers, and nurses, but particu- 
larly physicians. In the near future the Public Health Service 
expects to start training officers of the emergency reserve in 
the health problems associated with atomic, biological, and 
chemical warfare and other national emergencies. As the ex- 
pansion goes forward the service hopes to train all reserve 
officers who can arrange to be away from their regular work 
for brief periods. 


Regular Corps Examinations for Medical Officers.—An exami- 
nation for appointment of medical officers to the regular corps 
of the Public Health Service will be held throughout the country 
Feb. 15-17, 1955. Appointments provide opportunities for career 
service in clinical medicine, research, and public health. They 
will be made in the ranks of assistant and senior assistant, 
equivalent to Navy rank of lieutenant (j. g.) and lieutenant, 
respectively. Entrance pay for an assistant surgeon with de- 
pendents is $6,017 per annum; for senior assistant surgeon with 
dependents, $6,918. Provisions are made for promotions at 
regular intervals. Benefits include periodic pay increases, 30 
days’ annual leave, sick leave, medical care, disability retire- 
ment pay, retirement pay that is three-fourths of annual basic 
pay at time of retirement, and other privileges. Active duty as a 
Public Health Service officer fulfills the obligation of Selective 
Service. 

Requirements for both ranks are U. S. citizenship, age of at 
least 21 years, and graduation from a recognized school of 
medicine. For the rank of assistant surgeon at least 7 years of 
collegiate and professional training and appropriate experience 
are needed, and for senior assistant surgeon at least 10 years 
of collegiate and professional training and appropriate experi- 
ence are needed. Entrance examinations will include an oral 
interview, physical examination, and comprehensive objective 
examinations in the professional field. Application forms may 
be obtained from the Chief, Division of Personnel, U. S. Public 
Health Service, Washington 25, D. C. Completed application 
forms must be received no later than Jan. 12, 1955, 


.—Two new appointments have been announced by 
the Public Health Service's National Institutes of Health. Henry 
A. Imus, Ph.D., former head of the physiological psychology 
branch of the Office of Naval Research, has been named 
assistant to the director of the National Institute of Neuro- 
logical Diseases and Blindness; and Dr. Nancy Bayley, research 
associate and lecturer in psychology at the University of Cali- 
fornia, Berkeley, since 1928, has been named chief of the sec- 
tion on developmental psychology, National Institute of Mental 
Health. 


VETERANS ADMINISTRATION 


Residency in Allergy Open.—The Veterans Hospital at Pitts- 
burgh has openings for a one year approved residency in allergy 
beginning July, 1955. Address inquiries to Leo H. Criep, M.D., 
U. S. Veterans Hospital $243, Putsburgh. 


Personal. Dr. James FE. Cottrell, chief of professional services, 
Veterans Administration Hospital in Richmond, Va., has been 
promoted to manager of the 1,100-bed general medical and 
surgical hospital, succeeding Dr. Glen W. Doolen, who resigned 
Sept. 11 to enter private practice.——Dr. Henry Luidens, chief 
of professional services at the VA Hospital in Chillicothe, Ohio, 
has been named manager of the Coatesville, Pa.. VA Hospital, 
succeeding Dr. Hugo Mella, who retired Sept. 30. 


Vol. 156, No. 16 


COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 


SUPPLEMENTARY LIST 
INTERNSHIP AND RESIDENCY NUMBER 


In the annual Internship and Residency Number of Tue 
JourNat, Sept. 25, 1954, the data on a number of services were 
incompletely or inaccurately presented. The corrected entries 
for these services are as follows: 


APPROVED INTERNSHIPS 
(beginning on page 323) 


Merey Soniat Memorial, 
New Orlear Total bevi«: 191 
Belles ne tal (enter, Rew York 
Third jion— Department of Pathol. 
York University College of 
Medicine ..... 
Te partment of Pecti atries 
Hospital of the University of Penney 
vania, Philadelph a. Control: NPAssn 
King County Hoe«pital, Seattle 
Unit No. 1 (Harborview)... 


Reginning stipend (Menth): &5 
Becinning stipend (Month): #6 


. Beginning stipend (Month): #75 
APPROVED RESIDENCIES AND FELLOWSHIPS 
(beginning on page 352) 


ANESTHESIOLOGY 
Charity of Louisiana, 
New Orleans Total anesthetics: 
Tetal inhalation anesthetics, 
18 


Maine General Hospital, Portlend........ Berinning stipend (Month): 


INTERNAL MEDICINE 
Maine General He«pital, Portland........ Beginning stipend (Month): #0 
Memorial Hospital, Third 
New York Unive 7 ) Division, 
Lenox Hill Hospital, New York. ceseeseee Chief of Service: Clarence E. 
de la Chapetlie 
State University of New York Medical 
Center, Syracuse [npatients treated: 6.017 
Autopeies: 
MALIGNANT DISEASES 
City of Hope Hospital, Duarte, Calif.... Beginning «tipend (Month): sie 


NEUROLOGICAL SURGERY 


ee 
7: aa & 
£ St 
¢ ss tt =e 
ss & SE ae 
es = =F 
Sf £6 ta 
Chief of Service ER ES SK 


Northwestern University 
Medical Center, (hicaro 


Passavant Memorial 


é 

. 
. 


Hospital, Chieage .... L. Davis oo 
V. A. Research, Chicago L. Davi«.......... « 
Lvanston 
...ccccee - Tarkington. 
hieago Wesley Memo- 
rial Hospital, Chicago P.C. Buey........ 3 1 


University of Louleville 
Affiliated Hospitals," 
Louisville, Ky. ........c. RB. G. Spurling....1.41 2 lhe 

Pittsthureh Medical Center, 

Pittsburgh see 


d.F.Grunnagk... 713 13 243 


* Louleville General Hospital, Veterans Administration Hospital, 
Norton Infirmary, Children’s Hopital 


NEUROLOGY 
University of Colorado Medical Center, 


(le 
Gokiwater Memorial Hoepital, Third 
(New Vork University) Division, 
New York . «+» Chief of Service: 1. 8. Freiman 
OBSTETRICS Ano GYNECOLOGY 
Bronx Hospital, New York........ Resktencies Ob. 1 
year, i ve 
St. Mary's Hospital, Rochester, N. Y..... Length of approved program 
(Vears): 3 
State University of New York Medical 
(enter, Syractise .... Inpatients treated: 13,717 
Nai ies 
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OPHTHALMOLOGY 
State University of New York Mefieal 
Inpatients treated) #7 


ORTHOPEDIC SURGERY 
Oechener Foundation Her«pital, 

tal, New Toure 
Infirmary, New Orleans 


OTOLARYNGOLOGY 
State University of New York Metiea! 


(enter, Syracuse Inpatient« treated: 


PATHOLOGY 
Maine General Hosp tal, Portlond Reginning (Menth) ste 
(Charity Ho«pital, New of a it 


of surgical «pecimens: 


14.9%: total 


PREVENTIVE MEDICINE AND PUBLIC HEALTH 
lhevioning stipend (Month) 


PSYCHIATRY 
Hill<iste Hox«pital, Glen Oake, N.Y (Diet of Service: J. 8. A. Miller 
University Medical Center, Leneth o approved! program 
(Veaurs 
Imiiana University Medical @voter and Leneth of approved program 
\filiated Hospitals, Indianapetli« i(Vears): 3 
Chicago Wesley Memorial Ho«pital, V. A. Research How ital 
PROCTOLOGY 
Perguscon-Droste Fergusen Heo<pital, Grand Rapids, Mich 
RADIOLOGY 


Louisville, hy Leneth of approved procram 
iVeur tan : 

Maine General Hoe«pital, Portland Beginning «tipend (Menth): 

Dielhew te Hespital tenter, New York 

Division Ill—New Vork University 
Collewe of Meclicine 


tr? 


Leneth of approved proeram 


Allecheny Hoepital, Pitt«tureh 


barity of Loul<iana 


New Orlean Netober of X-ray examinations: 
SURGERY 
Maine tieneral Ho«pital, Portland Beginning «tipend (Month): 


State University of New York Metical 
Center, Syracu<e «. Inpatients treated: 

Autopeies, 

Emergency Ho«p of Sixtere of 
Charity, Buflak 


Sisters of Charity Ho«pital, . lppatiente treated: 


Auitogeie 
UROLOGY 
4 
St = 
Chiet of Service -= om de 2% 
Northwestern University 
Mesiical ( enter, ( 
‘ hie ave eshb 
rial Hospital, Chicago 3 ” 
Heo-pital, 


HOSPITALS APPROVED FOR RESIDENCY TRAINING 


Hulvoke Hospital, Holvoke, Mo«« \he« 
Veterans Administration HMeo«pital, 
Portiand, Ure. . eee Cortho. Sure... Phys 
Mel.. Red., Sarge. Ural 
Alexandria Hoepital, Alexandria, Va 


The following change should be made in the listing of exam- 
ing boards in medical specialties A. M. A. 186:503-546 [Oct. 
2) 1954): 

Amerikan Board of Dermatology and Syphilology. 


Miss Janct Newkitk, Excoutive Secretary, 129 E. Sind St. New 
York 22 


Reprints of these corrected entries can be obtained on request from the 
Council on Medial Education and Hovwpitals. 
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MEDICAL FILM REVIEWS 


The Lone Cane: 16 mm... black and white, sound, showing time 63 
minutes. Produced in 1954 by and procurable on loan from Veterans 
Administration, Vermont Ave. and H St... Washington 25, D. C. 


This film is in two parts that show, in chronological sequence, 
the processes whereby a man who has lost his eyesight and his 
independence regains some freedom of movement with the help 
of a cane that is longer than usual. The opening scenes show 
the man’s homelife and how the wrong sort of help from his 
family reduces him to a state of frustration and dependence. 
At the Veterans Hospital he finds himself fortunately in the 
hands of experts who devote an extraordinary amount of work 
to the task of teaching him to find his way about the hospital, 
then the grounds, and finally the nearby town. The film raises 
questions of whether all this detailed and expensive attention 
is really necessary and why some of the instructions could not 
be written down in booklet form for the use of a blind person's 
family. Even more important is another question: What will 
this man do when he goes home? Will this training make him 
indispensable in the home or desirable as an employee in some 
organization, or is the film intended simply to urge the ad- 
vantages of the long cane over the customary shorter one’? Some 
minor changes at the end would clear up these points. The 
backgrounds are good, the personalitics unusually prepossess- 
ing yet perfectly genuine and natural, the photography and 
music are good, narration faultless, and the entire production 
so vivid that the viewer finds himself identified with the blind 
protagonist. Be-ause of its great general human interest this 
film would fascinate any audience. Its maximum usefulness 
would be to high school pupils in health education or in social 
studies and to social workers and hespital personnel being 
trained in the technique of working with the blind. 


Eyes of Service: 16 mm. color, sound, showing time 6 minutes. Spon- 
sored by the Junior Leaguc of Boston, Inc. Produced in 1953 by Sturgis- 
Grant Productions, New York, for and procurable on loan or purchase 
from the Boston Eye Bank, 243 Charles St.. Boston 14. 


The purpose of this film is to inform the public of the reason 
for the existence of an eye bank, to correct misconceptions 
about its operations, and to stimulate more people to donate 
their cyes so that others may sec. The film retraces the story 
of an actual patient who underwent a corneal transplant opera- 
tion and was thus enabled to see again. It begins in the phy- 
sician’s office as he is telling the patient that, if she agrees to the 
operation, he believes her vision can be helped. Through this 
and the succeeding sequences in which she waits at home to be 
called and then enters the hospital, her blurred vision is simu- 
lated by out-of-focus photography. She recalls the first time 
after the operation when she was allowed a few minutes of 
sight, and how her vision gradually improved. As her glasses 
are fitted, she makes a decision to find out how the eye bank 
operates, and, on visiting the office with her physician, she is 
told of the steps in the procedure by the executive secretary. 
She learns that someone in a hospital far away was thoughtful 
enough to donate his eyes for use after death. The story is told 
her visually as the eye tissues are brought to Boston by plane, 
are cxamined in the laboratory, and the corneas are found to 
be healthy. In the final sequence the physician states that her 
vision with glasses is now practically normal, she has a good 
job, and has lost her shyness with her friends. Although her 
present corneas are useful only for research, she is seen filling 
out a blank donating her own eyes to the eye bank in gratitude 
for the help she herself received from some unknown bene- 
factor. This ts an excellent film for the purpose for which it was 
designed. The general accuracy of the opcratien of corneal 
transplantation, the method of obtaining and transporting eyes, 
and the results are not unduly dramatized. The photography 
and narration are well done, and the film would be suitable for 
showing to lay audiences. 


J.A.M.A., Dec. 18, 1954 


Rizroli-Stone for Correction of Atresia Ani Vaginalis: 
16 . color, sound, showing time 18 minutes. Prepared by John G. Matt, 
M. D.. Tulsa, Okla. Produced in 1954 by Bud Woods Productions, Inc., 
Tulsa. Procurable on loan from John G. Matt, M.D., 1106 Medical Arts 
Bidg., Tulsa 19, Okla, 


The objectives. of any operation designed to correct atresia 
ani vaginalis, or imperforate anus, are normal patency of the 
anus and complete continence and avoidance of mucosal ever- 
sion. The Stone modification of the Rizzoli operation achieves 
these objectives more frequently than does any other type of 
procedure. Despite this advantage the classical Rizzoli technique 
is used more frequently. This film shows the Rizzoli-Stone 
operation being used to correct a case of atresia ani vaginalis. 
Several slight modifications, which have been found to make the 
operation easier and which yield a better final result, are demon- 
strated. The film also shows the proper technique of using a 
closed method of anesthesia in pediatric surgery. The author 
describes an armamentarium of miniature surgical instruments 
suitable for accurate work in the region of the infant perineum. 
Finally, the excellent functional result is shown in a sequence 
showing the same patient one year after operation. This film 
micht have been called “Atresia of the Ani Perinea,” since it 
would seem that the anal opening lay in the midpoint of the 
perineum rather than within the vaginal introitus. The narration 
is good, as is the photography, except for a few sequences that 
are out of focus. This is an excellent teaching film for surgeons 
who undertake this type of operation and for residents in 
pediatric surgery. 


When You Choose Nersing: 16 mm. black and white, sound, showing 
time 19 minutes. Presented by Lederle Laboratories, Division of American 
Cvyanamid Company. Produced in 1953 by Willard Pictures, Inc.. New 
York, for and procurable on rental ($4) or purchase ($75) from Committee 
on Careers, National League for Nursing, 2 Park Ave.. New York 16. 


This is an attitude-building film that is designed to attract 
more girls to the nursing profession, with emphasis on the vari- 
ous Opportunities in nursing, at home and abroad, at the ability 
of combining marriage and a career in nursing, and on the 
aspect of service. It illustrates, through personal life stories, the 
work and play opportunities of four nurses in the fields of 
pediatrics, nursing education, industry, and public health. At 
the conclusion of the film is this statement: “No matter which 
branch of nursing a young hich school student may choose, 
she can be assured of a full and interesting life and the oppor- 
tunity to alleviate pain and suffering, and to live a life of serv- 
ice.” The title of this film is misleading in that it does not show 
what the average nurse would encounter. The service com- 
ponent is not extensive at all. It is not a complete picture of 
nursing as it is generally practiced or seen. The examples shown 
are extremely idealistic methods of appealing to young girls, 
who in most instances would not find nursing as presented: how- 
ever, it will stimulate investigation and it is expected that the 
film will be supplemented by a discussion that will explain de- 
tails regarding the education of a nurse. The acting is natural 
and realistic, and the film can be recommended for showing to 
high school seniors and groups of parents in residential non- 
industrial areas. 


Pheochromocytoma: 16 mm... color, sound, showing time 25 minutes. 
Produced in 1954 by Sturgis<rant Productions, New York, for and 
procurable on loan from Ciba Pharmaceutical Products, Summit, N. J. 


This film is a pictorial discussion on the differential diagnosis 
of pheochromocytoma. Theory, based on present knowledge, 
is presented to show pheochromocytoma as a cause of hyper- 
tension and certain drugs that are helpful in making a diagnosis. 
Actual case histories are presented in order to illustrate that 
the signs and symptoms of pheochromocytoma may resemble 
other conditions. Because pheochromocytoma is the only pres- 
ently known curable cause of hypertension, the ease and im- 
portance of screening tests currently available to the general 
practitioner are emphasized. The use of drugs in diagnosis is 
stressed, especially the value of histamine in normotensive pa- 
tients and of adrenolytic agents in persons with hypertension. 
The photography and narration are excellent. The subject matter 
is accurate and understandable to those who are not specialists 
in the adrenal field. The film is recommended for residents and 
physicians in general practice. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Treatment of Subacute Bacterial Endocarditis. A. Bunn 
and FE. T. Cook. Ann. Int. Med. 41:487-500 Gun) 1954 
[Lancaster, Pa.]. 


Bunn and Cook describe the course of illness and the therapy 
used in treating 48 consecutive patients with subacute bacterial 
endocarditis. Treatment was instituted in cach patient as soon 
as the diagnosis was established, either by the finding of micro- 
organisms in the circulating blood or after an interval of from 
3 to 14 days’ observation in the hospital, during which period 
fever, heart murmur, hematuria, and other. evidences of em- 
bolization confirmed the diagnosis. Penicillin was the basic 
therapeutic substance. Prior to the determination of sensitiv- 
ities to antibacterial agents, a regimen of about 1,000,000 units 
of penicillin daily in divided doses of 100,000 units every two 
or three hours was administered to most of the patients. Ad- 
justment of dosage of penicillin was accomplished after the 
sensitivities were measured, or, lacking these, when the clinical 
course indicated necessary changes. In the single case caused 
by a gram-negative organism, penicillin was not used. This 
patient received in succession a variety of chemotherapeutic 
agents alone and in combination, streptomycin and chloram- 
phenicol being the major ones. Sixteen of the 47 patients 
treated with penicillin received streptomycin in addition, and 
4 were given other adjuvant antimicrobial agents. Treatment 
was continued in most patients for a minimum of three weeks 
after evidences of active infection had subsided or until death. 
Thirty-three of 48 patients survived, and 15 died. Causative 
micro-organisms were not recovered during life from 10 pa- 
tients. Organisms resistant to more than 1.5 units penicillin 
per milliliter were present in 11 patients. It was necessary to 
use excessive amounts of antibiotic agents in patients in whom 
the level of resistance to penicillin was of a high order. How- 
ever, because penicillin is so nontoxic, the upper limit of daily 
dosage need not be defined. Two-thirds or more of the patients 
should recover if the program is wisely designed and adminis- 
tered. The reasons for unsuccessful management are: resistant 
and untreatable infecting micro-organisms, insufficient antimi- 
crobial therapy, irreversible heart failure, and the other causes 
that have been described in the past. Specific antimicrobial 
therapy cannot be expected to alter the anatomic changes or 
complications resulting from the inflammation caused by the 
offending micro-organisms. Its sole usefulness is to eradicate 
the organisms that stimulate the pathological alterations prior 
to the advent of the complication, thus reducing the chance for 
their occurrence. Early diagnosis and institution of proper 
therapy are essential. Rupture of the aortic valve, which 
caused death in 6 of the 15 patients with fatal cases in this 
series, has not been emphasized in the past, and no preventive 
measures can be proffered to avoid its occurrence in the future. 
The prognosis of patients cured of subacute bacterial endocar- 
ditis is good for long-term health, but patients with aortic in- 
sufficiency and those in heart failure after successful antimicro- 
bial therapy are the exception to this. Subacute bacterial endo- 
carditis continues to be difficult to treat, despite the avail- 
ability of powerful antimicrobial agents. 


The place of publication of the periodicals appears in brackets preceding 
each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library, American Medical Association.” Periodical files cover 
1945 to date only, and no photoduplication services are available. No 
charge is made to members, but the fee for others is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one time, and 
they must not be kept longer than five days. Periodicals published by the 
American Medical Association are not available for lending but can be 
supplied on purchase order. Reprints as a rule are the property of authors, 
and can be obtained for permanent possession only from them. 


E. P. Boas, S. K. Elster and 


Serum cholesterol level determinations were made in 8&6 
patients with aortic stenosis and in 67 control patients with 
chronic rheumatic valvular disease who did not have aortic 
stenosis. Of the 86 patients, 43 were men and 43 were women 
whose average age was 58*10.6 years and $7.6+11.5 years, 
respectively. Twenty-two of the 67 control patients were men 
and 45 were women whose average age was 47.318.2 years 
and 46.7+13 years, respectively. With Key's standards, 
8 (18.6%) of the 43 men and 21 (48.8%) of the 43 women with 
aortic stenosis had hypercholesteremia, while 3 (13.6%) of the 
22 men and 6 (13.3%) of the 45 women with rheumatic val- 
vular disease had hypercholesteremia. With standards derived 
from a study of a random sample of a union population in 
New York City (Amalgamated Clothing Workers of America), 
12 (27.9%) of the 43 men and 23 (53.5% ) of the 43 women 
with aortic stenosis and 4 (18.2%) of the 22 men and 9 (20%) 
of the 45 women with rheumatic valvular " Glecase had hyper- 
cholesteremia. Regardless of which set of standard values was 
used, it appeared that the women with aortic stenosis showed 
a significantly increased frequency of high cholesterol levels 
as compared to women with rheumatic valvular disease, while 
the men did not show this. Twenty (23%) of the 86 patients 
with aortic stenosis had a definite history of rheumatic fever, 
and another 40 (47%) had had a murmur for 10 or more years. 
Thus 60 (70%) of the 86 patients with aortic stenosis appar- 
ently had had previous rheumatic infection. Three patients be- 
tween the ages of 35 and 60 with aortic stenosis had xanthomato- 
sis and hypercholesteremia, and one 20-year-old man had familial 
hypercholesteremia. Only one of these four had had rheumatic 
fever. The authors’ observations favor the concept that in 
persons with hypercholesteremia aortic stenosis may be caused 
by atherosclerosis of a normal aortic valve but that in most 
cases it is caused by a secondary atherosclerosis implanted on 
aortic cusps scarred by old rheumatic infection. It may be that 
primary or secondary atherosclerosis of the aortic valve is not 
apt to develop in women unless the process is favored by an 
existing hypercholesteremia. 


The Differential Diagnosis of Shoulder, Upper Back and Neck 
Pain and the Conservative Treatment of Cervical Disc Lesions. 
L. T. Ford and J. A. Key. South. M. J. 47:961-968 (Oct. 
1954 (Birmingham, Ala.}. 


According to Ford and Key, lesions of disks in the cervical 
spine are similar to those in the lumbar area, with the exception 
that the protrusions are usually more lateral in position. Cervi- 
cal disk lesions may produce neck pain without referred pain. 
Symptoms tend to occur in attacks or intermittent episodes. 
The referred or radicular pain usually develops progressively. 
There may first be shoulder pain, scapular pain, arm pain, 
pain in the upper chest, and later pain possibly associated with 
numbness in the forearm, hand, and fingers. The mechanism 
of production of referred pain in some cases is a mechanical 
impingement on a nerve root by a mass of disk material in 
the bony intervertebral canal, while in other cases the nerve 
root irritation is probably on a basis of sterile inflammation 
associated with degenerative changes in the underlying con- 
nective tissues of the annulus fibrosus. The important physical 
findings in cervical disk lesions are limited neck motion, pain 
on neck motion, and especially pain over the areas of referral 
and local tenderness. From the standpoint of differential diag- 
nosis, the entire neck should be carefully palpated for localized 
tenderness. The scalenus tests (Adson) should be done. Roent- 
genograms of the cervical spine should always be taken. Roent- 
genologic changes may consist of nothing more than diminu- 
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tion or even reversal of the normal cervical lordotic curve in 
the lateral view or may even show more extensive degenerative 
changes, with narrowing of the interspace, and sclerosis and 
varying degrees of spurring of the adjacent vertcbrac. Those 
traumatic cases in patients who sustain a fracture, a subluxation, 
a dislocation, or a combination should be clearly differentiated 
by the roentgenogram. Tumors of the cervical spine or of 
the spinal cord or nerve roots must be considered in the differ- 
ential diagnosis of cervical disk lesions. In particular, metastatic 
tumors of the cervical spine must be kept in mind, especially 
to guard against manipulation of the neck in such cases. Pro- 
nounced central disk ruptures in the cervical spine may simulate 
a spinal cord tumor because of spinal cord involvement; when 
such a picture is present, neurosurgical consultation is indi- 
cated. Infection of the cervical vertebrae should be kept in 
mind. The patient with migraine or other severe headaches 
may complain of neck pain also, and many patients with 
cervical discopathy have headaches; but the headache de- 
scribed by the migraine sufferer is so characteristic that dis- 
tinction should not be too difficult. Cervical disk lesions are 
commoner than is generally realized. Treatment by conserva- 
tive measures will provide gradual relief in 95° or more of 
the patients. The most important factors in this conservative 
treatment are rest, as provided by a Thomas collar, and the 
use of traction with or without manipulation, cither in the 
home. office, or hospital. The above measures may be sup- 
plemented when indicated by suitable anodynes, sedatives, 
vitamins, and muscle relaxants. Myelography and surgical 
removal of the ruptured ical disk were found to be neces- 
sary in only a few cases. 


The Successful Treatment of Diseases of the Respiratory Tract 
by Continuous Postural Drainage and the Prevention Thereby 
of Recurrent and Chronic Affections. L. B. Elwell. Dis. Chest 
26:338-348 (Sept.) 1954 [Chicago]. 


According to Elwell, resolution of attacks of inflammatory 
disease of the respiratory tract under certain conditions, such 
as the severity of the infection and/or the lack of resistance 
of the patient, may be incomplete. In this way a greater or 
lesser degree of permanent damage to the lungs may be brought 
about that tends to increase the patient's susceptibility to a 
recurrence of the attacks with the liability to progressive in- 
crease of the damage. As a sequel to such recurrences the 
pulmonary damage will, in some cases, tend to reach the irre- 
versible states of pulmonary fibrosis and bronchiectasis. In a 
previous paper (abstracted, J. A. M. A. 141:1103 [Dec. 10] 
1949) the author suggested that the main cause of these lesions 
is the persistence of a residuum of accumulated secretions 
brought about by physical difficulties in effecting their adequate 
evacuation. These difficulties arose through the evolutionary 
assumption of the erect posture by man. The objective of 
continuous postural drainage is to facilitate the evacuation of 
these secretions through the action of gravity by placing the 
main outlet, whether bronchus or ostium, in a dependent posi- 
tion, thus permitting the better functioning of the physiological 
means of evacuation, i. ¢., ciliary and peristaltic action, assisted 
by the act of coughing when necessary. Continuous postural 
drainage was practiced over various periods extending up to 
18 years in $99 patients with bronchiectasis, unresolved pneu- 
monia, recurrent pneumonitis, chronic or recurrent bronchitis, 
basal bronchitis, recurrent pleurisy, sinusitis, asthma, and 
hay fever. Results showed that not only will carly resolution 
of such lesions thereby be promoted but the tendency to re- 
currence or chronicity of the disease can be at least largely, 
and frequently entirely, prevented. Such success in prevention 
may be obtained even in comparatively late stages in the prog- 
ress of the disease. Achievement of such results will depend 
essentially on the adequacy of the application of the treatment 
and in the case of old established disease may involve its con- 
tinuation for the rest of the patient's life. However, even in 
such cases, once complete and lasting freedom from all symp- 
toms has been achieved, it may prove satisfactory to the patient 
to omit the treatment, provided prompt renewal is made on the 
slightest warning of return of the symptoms or on the advent 
of any respiratory infection however slight. Bronchial asthma, 
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even when not obviously associated with an infective state, 
can be rapidly eliminated if the treatment is applied in the 
earlier stages, and even in life-time sufferers most satisfactory 
results can still be achieved, with every reasonable prospect of 
their ultimately obtaining complete freedom from all symptoms. 
As most of the treatment must be carried out in the patient's 
home, the informed cooperation of the family physician is an 
essential prerequisite to the achievement of the best results. 


Pituitary Insufficiency Associated with Diabetes Mellitus. M. M. 
Martin and M. H. Pond. J. Clin. Endocrinol. 14:1046-1055 
(Sept.) 1954 (Springfield, 


Martin and Pond feel that pituitary insufficiency in a patient 
with diabetes mellitus is sufficiently uncommon to warrant a 
report. The patient was a woman, aged 50, who had a history 
of onset of diabetes in 1923. After the last (apparently normal) 
pregnancy in 1937, the patient failed to lactate, and menstrua- 
tion became scanty and irregular and stopped altogether soon 
after, without menopausal symptoms. She then complained 
of weakness, listlessness, depression, and dread of cold; she 
was also slow and irritable. The hair on her head and pubis 
began to thin, and axillary hair disappeared. Her cheeks and 
eyelids became puffy, and she gained weight. Eventually the 
condition was diagnosed as myxedema, and she was given 
thyroid therapy. In 1940 she began to have frequent attacks 
of hypoglycemia. In 1952 she was still subject to insulin reac- 
tions in the early morning, in spite of a great reduction in the 
dose of insulin. She was unable to tolerate even 65 mg. of 
thyroid daily, because this small dose caused diarrhea and 
loss of weight. She was hospitalized, and, in view of the ex- 
treme insulin sensitivity, intolerance to thyroid therapy, clinical 
findings, and the suggestive history, a provisional diagnosis of 
pituitary insufficiency was made. Thyroid function before and 
after the administration of pituitary thyrotropic hormone was 
tested with radioactive iodine (1'*'), and on both occasions 
the thyroidal I'*' uptake was negligible and suggestive of that 
observed in myxedema. There was, however, some metabolic 
response to thyrotropic hormone. The total 17-ketosteroid, frac- 
tionated 17-ketosteroid, and corticosteroid excretions were de- 
termined before, during, and after the administration of thyro- 
tropic hormone, corticotropin, and cortisone. Corticosteroid 
excretion was within normal limits, though 17-ketosteroid 
excretion was minimal. The of the latter to corti- 
cotropin (in which three-fourths of the 17-ketosteroid was of 
adrenal cortical origin) suggested some previous abnormal func- 
tion of the adrenal cortex, in spite of normal corticosteroid 
excretion. The response to corticotropin and the extreme sensi- 
tivity to insulin supported the diagnosis of pituitary insufficiency. 
The authors compare this case with similar cases in the litera- 
ture. 


Gastro-Intestinal Cancer and the Use of Liquid Paraffin. J. T. 
Boyd and R. Doll. Brit. J. Cancer 8:231-237 Qune) 1954 
{London, England). 


The histories of 614 patients diagnosed as having a gastro- 
intestinal cancer were compared in regard to the use of purga- 
tives with similar histories of 1,313 patients who had diseases 
other than gastrointestinal. No significant difference was dis- 
covered between the groups in regard to their over-all use of 
purgatives. Study of individual purgatives revealed an appre- 
ciable excess among patients with gastrointestinal cancer only 
in the use of liquid paraffin. The present data suggest but do 
not prove that liquid paraffin plays a part in a small proportion 
of patients with gastrointestinal cancer. It is also pointed out 
that, since about 1910, when the medicinal use of liquid paraf- 
fin was first introduced extensively, there has been no important 
increase in the mortality from cancer of the stomach and large 
intestine; in recent years the mortality has even slightly de- 
creased. Furthermore, liquid paraffin is used more commonly 
by women, yet the mortality from cancer of the stomach and 
large intestine is greater in men. It is, therefore, unlikely that 
liquid paraffin could be an important cause. Differences in mor- 
tality are, however, not necessarily in conflict with the results 
of the present study, since if the data are interpreted to mean 
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that liquid paraffin does contribute to the carcinogenic process, 
they also imply that the proportion of cases in which it is 
concerned is only about 5%. 


Gastroduodenal Hemorrhage in the Elderly. A. W. Branwood 
and R. F. Robertson. Edinburgh M. J. 61:305-310 (Sept.) 1954 
[Edinburgh, Scotland 


The treatment of gastroduodenal hemorrhage owing to 
peptic ulcer in young adults is generally accepted to be med- 
ical, but over the age of 40 years surgical intervention more 
often becomes necessary. In persons over the age of 60, 
however, both physician and surgeon may hesitate because 
of age alone, or associated or suspected disease, to subject 
these patients to the hazards of a major abdominal operation. 
In view of this problem, Branwood and Robertson reviewed the 
records of 116 patients over 60 years of age who had frank 
gastroduodenal hemorrhage of varying severity. All were 
observed personally by the authors during the cight years from 
1944 to 1951, inclusive. The authors stress the frequency of 
chronic peptic ulcer as a cause of gastroduodenal hemorrhage 
in older persons. The over-all mortality rate was 19%. Irre- 
spective of initial diagnosis of the cause of the bleeding, which 
is often difficult to make, the prognosis is excellent with con- 
servative medical treatment provided that hemorrhage does 
not recur. Recurrence of hemorrhage not only indicates the 
probability of a chronic peptic ulcer but also constitutes a 
grave emergency with a distressingly high mortality rate in the 
absence of surgical treatment. If the patient is known to have 
a chronic gastric ulcer, recurrence of hemorrhage makes surgi- 
cal treatment imperative. The presence of old age and asso- 
ciated diseases should not be allowed to weigh too heavily 
against an operation when it is otherwise indicated. 


New Test of Pancreatic Function Based on Starch Tolerance. 
T. L. Althausen and K. Uyeyama. Ann. Int. Med. 41:563-575 
(Sept.) 1954 (Lancaster, Pa.]. 


The pancreatic function test described by Althausen and 
Uyeyama is based on the amylolytic activity of pancreatic 
juice in the intestine. In this starch tolerance test, 100 gm. of 
soluble starch prepared according to Lintner is suspended in 
150 cc. of water by mixing with a spoon. Just before the test 
this suspension is poured into 300 cc. of water that has just 
ceased boiling and is thoroughly stirred. The patient eats the 
resulting gelatinous mass after fasting. Specimens of venous 
blood for sugar determinations are taken before and 4) min- 
utes, one hour, two hours, and three hours after administration 
of the starch. Patients with diseases of the pancreas, even in 
the absence of clinical diabetes mellitus, often have a reduced 
glucose tolerance that unavoidably increases the height of the 
blood sugar curve obtained after administration of starch. To 
arrive at the correct answer, it is necessary to obtain, in addi- 
tion, a glucose tolerance curve following ingestion of 100 gm. 
of glucose. The maximal rise in blood sugar during the glucose 
and the starch tolerance tests is determined by subtracting 
the value of each curve for the blood sugar after fasting from 
that of the peak of the respective curves. Then, the extent to 
which the maximal rise in blood sugar after glucose exceeds 
that after starch is calculated in percentages and compared 
with the normal range obtained from patients without diseases 
of the pancreas. The much wider spread between the mean 
blood sugar curves after administration of glucose and of starch 
in patients with chronic pancreatic disease than in control 
subjects indicated that the basis of the starch tolerance test is 
sound. There was no overlapping of the results of the starch 
tolerance test performed in 27 persons without pancreatic 
disease and in 23 patients with chronic pancreatic disease. In 
all but 2 of the patients in the latter group the outcome of the 
test was definitely abnormal (above the mean of the controls 
plus three times the standard deviation). Among 10 patients 
with suspected chronic pancreatitis, the starch tolerance test was 
definitely abnormal in six. The described test can be used under 
conditions of ordinary hospital and office practice. The use of 
the digestive action of pancreatic juice on gelatin was explored, 
but the gelatin tolerance test failed to yield results helpful in the 
diagnosis of pancreatic disease. 
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Pancreatitis. R. M. Zollinger, L. M. Keith Jr. and E. H. El- 
lison. New England J. Med. 251:497-502 (Sept. 23) 1954 
[Boston]. 


Pancreatitis is a frequent cause of both acute and chronic 
abdominal pain. Many other abdominal lesions are simulated 
by the variable and sometimes bizarre manifestations of this 
disease. The single most valuable aid to diagnosis of pan- 
creatitis is a blood amylase determination obtained within the 
first 48 hours after an attack. This test should be performed 
routinely in all patients with emergency cases of acute abdomi- 
nal pain. In patients with suspected cases of longer duration, 
with equivocal or normal blood amylase values, analysis of 
peritoneal fluid obtained by a simple peritoneal tap often 
establishes the diagnosis. The finding of a “sentinel loop” or 
segmental ileus, displacement of the surrounding viscera, gall- 
stones, or calcification of the pancreas on roentgenologic 
examination provides further information. Treatment of acute 
pancreatitis consists of relief of pain, with meperidine (Demerol) 
hydrochloride or splanchnic blocks, prolonged gastric suction, 
large doses of vagal-blocking drugs, restoration of blood volume 
with equivalent volumes of serum albumin and whole blood, 
and correction of any other metabolic alterations. Oral feeding 
should be withheld for at least 48 hours after the subsidence 
of symptoms lest a recurrent attack be precipitated. An effort 
to detect concomitant biliary tract disease should be made at 
this time. While surgical treatment is contraindicated in acute 
pancreatitis, it is the proper and definitive method for the 
chronic form of the disease. Its success depends on the careful 
selection of one or more procedures based on the problems 
presented by the individual patient rather than adoption of a 
standard operation. Sphincterotomy, vagotomy, partial gastrec- 
tomy, and biliary shunts all have a sound physiological basis 
and a definite place in the management of chronic pancreatitis 
when specificaliy indicated. Both clinical and experimental re- 
sults obtained by direct retrograde anastomosis of the pan- 
creatic duct to the jejunum have been encouraging and merit 
further investigation. Three cases are described in which vari- 
ous surgical procedures were performed with good result. The 
use of the principles described in 134 patients with pan- 
creatitis of all types during a seven year period resulted in 17 
deaths, 10 of which occurred in the group with postoperative 
pancreatitis. 


Infection Caused by Brucella Abortus in Man (Bang's Disease). 
R. Herter, H. U. Jackwitz and E. Schaal. Deutsche med. 
Wehnschr. 79:1411-1414 (Sept. 17) 1954 (In German) [Stutt- 
gart, Germany}. 


Of 2,424 human serums on which Widal tests were per- 
formed with Brucella abortus antigen at the bacteriological 
institute Warthausen in Wiirttemberg, Germany, between 1947 
and 1953, 41 showed agglutination titers that furnished evidence 
of Bang’s disease or caused suspicion of it. In the suspected 
cases a complement of fixation test was performed in addition to 
the Widal test. The diagnosis was established by agglutination 
alone in 12 cases, by agglutination and complement fixation 
reaction in 20, and by complement fixation reaction alone in 9. 
Of the 41 reactors, 39 were adults, and 2 were children; 35 
were males, and 6 were females. Twenty-one were veterinar- 
ians, and 18 of the remaining 20 were rural residents. Not 
only in Germany but in the entire world veterinarians appear 
to form the largest portion of human beings with brucellosis. 
A questionnaire was sent to 3,385 veterinarians residing in the 
southern half of the West German Federal Republic to establish 
the incidence of Bang’s disease. Of the 736 veterinarians who 
answered the questionnaire, 122 (17°) reported that they had 
once had an infection caused by Brucella. The data obtained 
from these 122 veterinarians were interpreted as follows: Bang’s 
disease in man may be expected only in regions in which 
brucellosis is endemic in cattle. The infection is transmitted 
predominantly through the skin and only in rare cases by the 
ingestion of milk. Seventy-one (58°) of the 122 veterinarians 
had secondary diseases, which involved the heart in 13, the 
joints in 9, the genital organs in 7; 7 had allergies, 5 neuralgias, 
§ dermatosis, 5 recurrent fever, 5 disorders of the liver and 
gallbladder, 4 weakness and fatigue, 3 gastrointestinal disturb- 
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ances, 3 pulmonary disorders, 2 loss of hearing, and 3 mis- 
cellaneous disorders. Recurrence of Bang’s disease was ob- 
served in 24 (20%). Bang’s disease should be considered in 
every case of fever of doubtful origin, particularly among 
veterinarians and among the rural population. The complement 
fixation test is recommended as an aid in establishing the diag- 
nosis, since a larger number of chronic cases may be detected 
by this test than by the agglutination test. Of the antibiotics 
used for treatment, chlortetracycline (Aureomycin) was the 
most effective in acute cases. Antibiotics were ineffective in 
patients in whom chronic changes resulted from the Brucella 
infection. 


After Treatment with Corticotropin. M. Frenkel 
and J. Groen. Nederl. tijdschr. geneesk. 98:2352-2358 (Aug. 
21) 1954 (In Dutch) [Amsterdam, Netherlands]. 


Within a comparatively short time Frenkel and Groen ob- 
served two patients who died from amyloidosis after treatment 
with corticotropin. The primary disease in both patients was of a 
type that sometimes causes deposition of amyloid. Observations 
on these two patients suggested that administration of corticotro- 
pin was a causal factor. The first patient was a woman, aged 63, 
who, because of severe rheumatoid arthritis, had been given 
daily doses of 40 mg. of corticotropin for 28 months. She died 
from the effects of extensive amyloidosis in liver, kidneys, 
spleen, and adrenals. The acute exacerbation, which lasted 
four days, was accompanied by high fever, tachycardia, violent 
abdominal pains, and anuria. The second patient, a young 
man aged 26, was treated for six weeks with daily doses of 20 
mg. of corticotropin because of protracted purulent ileocolitis. 
In this patient severe uremia and thrombosis of the renal vein 
occurred and resulted in death. The postmortem examination 
revealed extensive amyloidosis. These observations as well as 
similar cases in the literature and experiments on animals in- 
dicate that a relationship exists between amyloidosis and the 
administration of corticotropin or cortisone. On the basis of 
the two cases reported, the authors feel that, when corticotro- 
p-n is given to patients whose primary disease predisposes to 
amyloidosis, this disorder may either be caused or exacerbated. 
For this reason an existing amyloidosis contraindicates treat- 
ment with corticotropin or cortisone. 


Penicillin Treatment of Scarlet Fever. J. Strém. Acta 
43:32-37 (No. 1) 1954 (In English) (Uppsala, Sweden]. 


Penicillin was employed for treatment of 6,500 patients with 
scarlet fever at the Hospital for Contagious Diseases in Stock- 
holm, Sweden, between 1946 and 1951. The treatment varied 
with respect to the number of administrations per day (from 
cight to one only), to the method of administration (parenteral 
or oral), and the day of institution of treatment (second to 
fifth day after the onset of the disease). The dose of the drug 
varied from 5,000 units given parenterally cight times daily 
to 200,000 units given once daily. Oral treatment consisted 
of from 75,000 to 150,000 units given three times daily. Treat- 
ment was continued until three consecutive tests were negative 
for hemolytic streptococci but was not discontinued earlier 
than six days after its start. Patients placed in wards and given 
penicillin therapy were compared with those not receiving 
penicillin and placed in separate rooms. Results showed that 
penicillin has an excellent effect in preventing complications. 
Not only in comparison with hospitalized patients in general 
wards but also with entirely isolated patients, there is a clear 
difference in favor of those treated with penicillin. Oral admin- 
istration of penicillin, despite the low dosage, was only slightly 
inferior to parenteral administration in preventing complica- 
tions. Although penicillin was primarily effective in preventing 
complications caused by bacteria, toxic complications, such 
as synovitis, myocarditis, and nephritis, also were observed to 
be less frequent in the patients treated with penicillin than in 
those who were not given the antibiotic. Differences in the 
incidence of toxic complications between treated and untreated 
patients, however, were not statistically significant, except for 
myocarditis. Electrocardiographic studies by Levander-Lind- 
gren demonstrated a reduced incidence of myocarditis as a re- 
sult of penicillin therapy. This is of particular importance in 
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patients over 15 years of age, in whom myocarditis is of a 
more serious character. The period of hospitalization of pa- 
tients with scarlet fever was reduced from the previously 
usual six weeks to one week. 


Penicillin in the Prevention of Scarlet Fever. J. Strém. Acta 
pwdiat. 43:38-42 (No. 1) 1954 (In English) (Uppsala, Sweden). 


Of 597 penicillin resistance tests performed with hemolytic 
streptococci, 589 revealed sensitivity to a concentration of only 
0.03 unit of penicillin per cubic centimeter of serum; in the 
remaining 8 tests, the pathogenic agents were sensitive to a 
concentration of 0.06 units of penicillin per cubic centimeter 
of serum. Because of this extreme sensitivity of hemolytic 
Streptococci to penicillin, the patient with scarlet fever who 
has been treated with penicillin no longer constitutes a risk 
to his hospital environment. Recurrences among fellow pa- 
tients have almost disappeared, and secondary cases among 
the hospital staff are rare. In addition, the occurrence of so- 
called return cases of scarlet fever in the patient's family after 
his return from the hospital has decreased considerably, despite 
the fact that streptococci reappeared within one week after 
the patients’ discharge from the hospital in 6.4% of the pa- 
tients who had been given penicillin parenterally and in 14.2% 
of those who received penicillin orally. Of 228 patients with 
scarlet fever who had been hospitalized between 1946 and 
1947 for six weeks and were not given penicillin, 10 (4.4%) 
infected persons in their families, while of 221 patients who 
were given penicillin, only 2 (0.9%) did. Of 2,148 patients 
with scarlet fever who were hospitalized between 1950 and 
1951 for one week and received penicillin parenterally, 3 
(0.13%) infected persons in their families, as did 2 (0.19%) of 
1,029 who received penicillin orally. Thus the number of re- 
turn cases was reduced to 1 to 2 per thousand by penicillin 
therapy, and oral administration of the antibiotic proved almost 
as effective as parenteral treatment in the prevention of return 
cases, despite a far higher incidence in the recurrence of 
streptococci. Sanitation concerning the patient's environment 
can thus be accomplished with the aid of penicillin and should 
be carried out in stages. Patients who because of their symp- 
toms are suspected to have scarlet fever should be treated with 
penicillin (clinical sanitation), and the same applies to strepto- 
coccic carriers (cli | logical sanitation). As a fina! 
measure all contacts should be treated (general sanitation). 
Such sanitary measures should be adopted after the occurrence 
of every case of scarlet fever. 


So-Called Tuberculous Basedowism. G. Gunella and V. Bono- 
mini. Gior. clin. med. 35:678-699 (une) 1954 (In Italian) 
[Bologna, Italy}. 


The authors report the of studies they carried out at 
the University of Bologna to ascertain whether tuberculous 
disease produces an ingrease in the metabolic rate and whether 
the increased values, if present, indicate hyperfunction of the 
thyroid. They studied the thyroid function in 60 tuberculous, 
afebrile patients in whom the disease was not associated with 
anemia, hypertension, and respiratory or cardiovascular dis- 
turbances. The basal metabolic rate was determined twice in 
these patients, the second time five minutes after an intra- 
venous injection of | mg. of thyroxine. This “thyroxine test” 
raises the metabolic rate in persons with myxedema and hypo- 
thyroidism and decreases the oxygen consumption of persons 
with toxic diffuse goiter, hyperthyroidism, or with a normal 
thyroid function. Before the test, the patients were given a 
standard diet of 2,400 calories per day for four days, were kept 
in bed at absolute rest for 24 hours, and were made to fast 
for 12 hours. The patients, who had never received antibiotic 
or chemotherapeutic therapy, were divided into three groups 
according to whether toxemia was present and according to its 
intensity. This classification was made because, according to 
some authors, thyroid disorders are commonest in tuberculous 
patients in whom toxemia is pronounced. A raised metabolic 
rate was found in 42 patients (70%), but the increased values 
were not always associated with hyperthyroidism. Nor was 
there a clear parallelism between the thyroid hyperfunction and 
the presence and intensity of toxemia. The fact that hyperthy- 
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roidism was found in almost analogous percentages in patients 
in whom toxemia was not present (35%), in those with slight 
toxemia (30%), and in those with evident toxemia (50%) 
bears evidence to this point. These results suggest that pul- 
monary tuberculosis per se does not play a direct, primary 
pathogenic role, but that its action, which is facilitated by a 
state of toxemia, enhances the temperamental and constitu- 
tional tendency to hyperthyroidism that was present in the 
patient before the onset of the tuberculous disease. Symptoms 
of “Basedowism” present in tuberculous patients in whom the 
metabolism test indicates normal functioning of the thyroid 
must be ascribed to other factors and first of all to the auto- 
nomic nervous system. The authors ascribed the peculiar 
clinical behavior in patients in whom toxemia is not present 
to a constitutional hyperfunction of the sympathetic system 
that is perhaps enhanced by the tuberculous disease. This 
mechanism of action explains even better such clinical symp- 
toms in tuberculous patients in whom toxemia is present. 


The Allergic Epigastric Syndrome. A. H. Rowe, A. Rowe Jr. 
and K. Uyeyama. J. Allergy 25:464-471 (Sept.) 1954 [St. 
Louis]. 

The allergic epigastric syndrome is characterized especially 
by pressure, tightness, and burning in the epigastrium, asso- 
ciated with belching, heartburn, sour stomach, and mid and 
lower abdominal distress of varying degrees and frequency. 
Substernal burning, aching, and some soreness; at times pre- 
cordial distress; erythema; burning in the mouth and other 
results of oral allergy; headaches, at times with nausea and 
vomiting; fatigue, mental confusion, and other symptoms of 
allergic toxemia; diarrhea; and especially constipation may 
occur in these patients. Physical examination and laboratory 
studies were normal in all of the SO patients in this series 
except for findings of achylia in 2. Roenigenograms of the 
upper gastrointestinal tract were normal in 45 patients but re- 
vealed apparently hypertrophied rugae in one and pyloric 
spasm with an irregularly segmented small intestine, best ex- 
plained by food allergy, in another. Although gastroscopy was 
refused or omitted in nearly all the patients, largely because 
of the rapid improvement and later control by the proper dict, 
edema and erythema in one patient and probable hypertrophic 
gastritis in another were seen. Removal of gallstones in one 
instance did not relieve the epigastric syndrome until the proper 
antiallergic diet was given. Symptoms relieved by the dicts 
had been ascribed in several patients to nervousness, the at- 
tempted relief of which was ineffectual. Food allergy was the 
evident cause of this syndrome and of the associated symp- 
toms, except most of the constipation, in all of the 50 reported 
cases. This food allergy was indicated in some patients by a 
history of disagreement of foods, less often of dislike for spe- 
cific foods, and rarely by clinically proved positive skin tests, 
and proved in all cases by relief of symptoms by dict trial 
with the senior author's indicated elimination tests. 


Sarcoidosis: A Hypersensitivity Disease—Discussion of Three 
Cases. |. Kass, A. Jackson and M. Slavin. J. Allergy 25:453- 
463 (Sept.) 1954 [St. Louis}. 

Evidence in favor of considering sarcoidosis as a hyper- 
sensitivity disease includes the similarity of its lesions to beryl- 
lium granuloma, the clinical response to cortisone, and the 
allergic history frequently present in patients with sarcoidosis. 
Although 25% of cases of sarcoidosis are associated with tuber- 
culosis, it is felt that the association is a hypersensitivity reaction 
to the tuberculous toxin rather than to the tubercle bacillus per 
se. Of the three cases presented in this paper, two patients had 
symptoms of a hypersensitivity reaction prior to the onset of 
sarcoidosis. In the first case, the carliest hypersensitivity symp- 
toms noted were those of erythema nodosum and hilar adenop- 
athy, and the second patient showed a marked antecedent 
sensitivity to dust, milk, and milk products. This should not 
imply that sarcoidosis occurs only in persons with allergic back- 
grounds. Rather, the nature of the morphological reaction in 
response to a plurality of stimuli, including malignant disease 
(as in the third case reported), is such that it seems entirely 
possible that the proper antigen or antigens in a sensitized or 


MEDICAL LITERATURE ABSTRACTS 1535 


predisposed person may produce erythema nodosum or food 
allergies on one occasion and the protean manifestations of 
sarcoidosis on another. In the third patient, the sarcoid lesion 
found in a lymph node of the neck secondary to squamous cell 
carcinoma of the larynx appeared to be purely localized. It may 
have been a hypersensitivity reaction resulting from the presence 
in the tissues of irritant products of a lipoidal or lipoprotein 
nature, such as stearin or palmitin. The term “sarcoid lesion” 

should be used to define this localized granulomatous reaction, 
since “sarcoidosis” indicates a systemic disease entity. 


SURGERY 


Facial Nerve Paresis in Parotid Surgery. S. L. Perzik. Surgery 
36:751-761 (Oct.) 1954 Louis}. 


Of 153 patients who had operations on the parotid gland, 96 
were available for study of the resulting facial nerve paresis. It 
was concluded that some degree of paresis will appear in prac- 
tically all cases of exposure of the facial nerve. This paresis is 
about 50% complete in 2 hours and 75% complete in 24 
hours, reaching its maximum within 48 hours after operation. 
The paresis usually appears first in the lower lip, then in the 
upper lip, forehead, and eyelids, and disappears, as a rule, in 
the opposite sequence. The lower lip is earlier, more often, and 
more severely involved. The extent and degree of the paresis 
and the delay in recovery are in almost direct proportion to the 
extent of exposure of the facial nerve, which latter depends on 
the extent of the surgical procedure, which, in turn, is most often 
related to the location of the lesion. All else being equal, patients 
under 40 years of age have less paresis and recover more quickly 
than those over 40 years. If no nerve has been severed, recovery 
in from one day to two years can be anticipated in all patients 
regardless of the severity of the paresis or the age of the patient. 
Recovery from the paresis in all 96 patients without 
recourse to electrotherapy. 


Volkmann's Ischemic Contracture of the Forearm. C. Conacher. 
M. J. Australia 2:383-386 (Sept. 4) 1954 |Sydney, Australia. 


Conacher defines Volkmann's contracture as a paralysis of 
the fingers leading to deformity, following trauma to the region 
of the elbow and forearm. Although considerable progress has 
been made in recent years both in understanding and in treating 
this contracture, mild cases are not uncommon and are some- 
times not recognized, being confused with post-traumatic finger 
stiffness. Conacher has been able to find 22 cases in eight 
hospitals in two years. The deformity consists of flexion of the 
interphalangeal joints of the fingers, which increases with exten- 
sion of the wrist; in severe cases there is also ficxion of the 
elbow, pronation of the forearm, and flexion of the wrist. Supra- 
condylar fracture of the humerus, or fractures of both bones of 
the forearm, are the most frequent cause, but practically any 
injury of the elbow or forearm may lead to Volkmann's con- 
tracture, and it has been known to follow fracture of the clavicle, 
embolism of the brachial artery, and compression injury of the 
forearm without bone damage. It is most often seen in children, 
probably because fractures of the elbow joint and forearm are 
commonest in childhood. Except in the mildest cases, one or 
more nerves are usually affected as well as the muscles. The 
arteries involved are the brachial and its branches and collaterals 
near the elbow. The usual lesion is an intense spasm of the 
brachial artery starting abruptly an inch or two above its bi- 
furcation and spreading downward to involve the radial and 
ulnar arteries. The branches of all these vessels may also be in 
spasm. A burning pain in the forearm is the commonest symp- 
tom, but it may be absent if there are extensive nervous lesions. 
Pain is worse on movement of the fingers, particularly extension. 
It may disappear even though the ischemia is unrelieved. The 
radial and ulnar pulses are usually absent. The forearm and 
hand are swollen and cold, usually cyanosed, but perhaps pale. 
The fingers begin to flex. After a few days there are signs of 
inflammation. Prevention depends on remembering the pos- 
sibility of ischemia and on gently manipulating elbow and fore- 
arm fractures in children. If ischemia is apparent, it must be 
relieved within six hours of its onset if contracture is to be 
avoided. Dramatic effects have been ascribed to sympathetic 


1536 MEDICAL LITERATURE ABSTRACTS 


blocks, but their value has always been strongly contested. Open 
operation and release of pressure have been practiced with 
success, but, after the deep fascia has been incised, it is often 
difficult to close the skin wound; therefore, many short skin 
incisions in the same line may be used to divide the fascia 
extensively. If an artery is so badly damaged that thrombosis is 
occurring, excision is indicated. Several lines of treatment have 
been recommended for the established contracture, but even 
patients with severe untreated contractures are able to undertake 
heavy work. 


Surgical Treatment of Thromboangiitis Obliterans. L. G. 
Hallén. Acta chir. scandinav. 107:574-588 (No. 6) 1954 (In 
English) |Stockholm, Sweden}. 


Of 21 men between the ages of 17 and $8 with thrombo- 
angiitis obliterans who were treated at the General Hospital in 
Malmé, Sweden, between 1942 and 1952, 2 died, one of a 
complication after amputation of a leg above the knee and the 
other of cardiac infarction. All 21 patients were smokers and 
had been advised to stop smoking, but only 7 had succeeded in 
doing so. In 13 of the 21 patients arteriography was done; it 
revealed segmental obstruction of large arteries in 8. In one 
of these patients resection of the obliterated arterial segment 
and homologous transplantation of a graft from a vessel bank 
was performed. Arteriectomy was done in two additional patients 
and periarterial sympathectomy in one. Lumbar sympathectomy 
was performed in 15 patients, and evaluation of results of sur- 
gical treatment was possible only in these patients. Two of the 
15 patients died at home one and three years, respectively, after 
the operation. Of the remaining 13 patients, one was afterward 
completely disabled, one partially disabled, and only 3 under- 
went amputation. Intermittent claudication was definitely mm- 
proved in two patients, and the others showed improvement in 
skin temperature, coldness, numbness, and trophic cutaneous 
changes. In nine patients, lumbar sympathectomy apparently 
shortened a relapse, which then was followed by a varying 
period of remission. It was striking how patients who had had 
intermittent claudication for a fairly long time adapted them- 
selves to their condition and were able to perform their work 
without undue exertion and pain, so that this symptom had a 
tendency to be less pronounced with time unless the arterial 
lesions were progressive. With working capacity unimpaired in 
nine patients, the results obtained by lumbar sympathectomy 
were satisfactory, and, until wider experience with reconstructive 
surgery has been obtained, it is suggested that sympathectomy 
should be given preference as initial surgical intervention. From 
a survey of the literature on surgical methods it appears that 
of those producing a remote effect, lumbar sympathectomy is 
the method of choice, while of those producing a local effect, 
arterial resection and replacement with a homologous graft from 
a vessel bank offer good chances. Advances made in vascular 
surgery promoted surgical treatment in the management of 
thromboangiitis obliterans. Arteriography made it possible to 
detect limited obliterations that can be treated by resection and 
transplantation. 


Recent Trends in Acute Appendicitis. K. B. Casticton. Rocky 
Mountain M. J. $1:797-801 (Sept.) 1954 [Denver]. 


There is some controversy whether the sulfonamides, and 
more especially the antibiotics, should make any fundamental 
difference in the treatment of appendicitis. Castleton shows that, 
despite the fact that some authorities feel that some cases of 
appendicitis can now be treated by conservative means with anti- 
biotics, and some feel that the emergency status of appendicitis 
has lessened and that a few hours of observation is now permis- 
sible (or at least less hazardous), most surgeons are still in 
agreement that carly operation remains the treatment of choice. 
Appendicitis is classified into four different groups: (1) acute 
appendicitis without perforation; (2) acute appendicitis with 
abscess formation; (3) acute appendicitis with early perforation, 
without abscess or diffuse peritonitis; and (4) acute appendicitis 
with perforation and diffuse or spreading peritonitis. Castleton 
feels that in the patients in group | carly operation is still not 
seriously disputed despite antibiotics. In group 2 cases there is 
some difference of opinion. If the abscess is well localized and 
the appendix is accessible and can be removed without causing 
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disruption of the abscess wall, y may be justified. 
Otherwise it is better to drain only and to perform appendec- 
tomy several weeks later. Some feel that patients with abscess 
cases should be treated conservatively, without operation, by 
such therapy as rest, heat, and antibiotics, especially in children. 
There is no doubt that many of these abscesses will resolve if 
so treated. The author has been subjecting more of these patients 
in group 2 to operation and has had no cause to regret this. In 
patients in group 3 early operation with appendectomy is the 
procedure of choice. In patients in group 4 most of the fatalities 
occur, and, although formerly a conservative stand was ad- 
vocated, today, despite some controversy, most authorities feel 
that all except the nearly moribund patients should be treated 
by operation as soon as the patient can be prepared, fluid and 
electrolyte balance restored, antibiotics and possibly blood ad- 
ministered, and abdominal distention relieved by intestinal 
intubation. In the very late cases it would seem better to treat 
conservatively with the hope that the peritonitis will resolve 
or an abscess that can be drained will form. The author con- 
cludes that the fundamental principles involved in the treatment 
of acute appendicitis have not changed in recent years. Sulfon- 
amides and antibiotics are of great value in preventing and 
treating complications, but they will not alter the fundamental 
problem of a fecalith in an appendix producing a closed loop 
type of obstruction progressing to gangrene and perforation. 
They have no doubt removed some fear of the disease, but this 
may be more harmful than beneficial. If appendicitis does sub- 
side without operation the danger of recurrence is still great. 
The greatest danger in the injudicious use of these drugs at 
present lies in their use in undiagnosed cases of abdominal 
pain that might be appendicitis. 


Results of Surgical Treatment of Cancer of Rectum. G. Psacha- 
. Boll. e mem. Soc. Piem. chir. 24:607-614 (Aug.) 1954 
(In Italian) [Turin, Italy}. 


The surgical treatment of cancer of the rectum is reviewed 
in the light of the results obtained at the Turin Surgical Clinic 
from 1944 to 1953. An artificial anus was formed in 34% of 
the patients, namely, in those in whom an exploratory laparot- 
omy showed other surgery to be contraindicated. Unlike Thomas 
and others, the author and his associates at the clinic believe 
that colostomy not only prolongs the patient's survival but also 
alleviates his suffering. The perineal as well as the abdomino- 
sacral approach with the formation of a sacral anus have been 
abandoned at this clinic because the functional result of this 
type of anus is poor. In addition, a radical removal of the 
involved ascending lymph nodes is not possible with the perineal 
approach. The abdominoperineal approach, with the formation 
of an iliac anus according to Miles’ technique, was always used 
in patients in whom the cancer was localized below the peritoneal 
reflection or even higher up if an extensive removal of the lymph 
nodes was deemed necessary and an end-to-end anastomosis 
was not indicated. The iliac anus is well tolerated, especially if 
every morning a water enema is performed and stenoses are 
prevented by introducing a Hegar's dilator into the artificial 
anus once a day. Six patients are still living more than five years 
after the operation. The abdominoperineal approach with in- 
vagination was followed in 19 patients in whom the lesion was 
localized above the ampulla and in the ascending colon, with 
metastasis to lymph nodes that were relatively close by and 
could be removed. The sphincteric function obtained was good 
in most patients, and six of them are still living five years after 
the intervention. The abdominal approach with an end-to-end 
anastomosis performed in one stage (without preliminary colos- 
tomy) was followed in 10 patients in whom the lesion was 
localized above the ampulla. There were no immediate deaths 
Or postoperative complications, and the sphincteric function 
was good. The treatment of cancer of the rectum should be based 
on the site and extension of the lesions, but mainly on their 
histological characteristics. These will suggest the best type of 
intervention, which should always aim at a complete removal 
of the cancer and the invaded lymph nodes. Comparative studies 
revealed that the conservative treatment of cancer of the rectum 
results in a higher mortality during the first and second post- 
operative years, whereas the mortality after Miles’ operation is 
highest during the second and third years. 
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Prophylaxis of the Stiffness, Edema, and Bone Rarefaction 
Persisting After Fracture Healing, Especially in Older Persons. 
R. Leriche. Presse méd. 62:1223-1224 (Sept. 18) 1954 (In 
French) |Paris, France}. 


In order to prevent certain post-traumatic complications of 
articular or juxta-articular fractures that he considers to be of 
vasomotor origin—edema, periarticular sclerosis, synovial scle- 
rosis, stiffness, and epiphyseal osteophyiosis—Leriche uses 
repeated local block of the site of fracture, sympathetic nerve 
block, and intra-arterial procaine injection. 


Will Fat Emulsions Given Intravenously Promote Protein 

? Metabolic Studies on Normal Subjects and Surgical 
Patients. T. B. Van Itallie, F. D. Moore, R. P. Geyer and F. J. 
Stare. Surgery 36:720-731 (Oct.) 1954 [St. Louis}. 


Studies of the metabolic effects of 15% fat emulsions ad- 
ministered intravenously to two healthy volunteers and two 
surgical patients are described. In one normal subject on a 
constant dict inadequate in calories and marginal with respect 
to protein intake, nitrogen and potassium deficits diminished 
appreciably when intravenous fat was given and increased when 
the period of fat administration was terminated. In a second 
normal subject on a constant dict inadequate both in calories 
and protein, no effect of intravenous fat on nitrogen balance 
was discernible when the caloric intake was decreased by about 
70% as a result of discontinuation of intravenous fat administra- 
tion. However, cessation of fat administration was followed by 
a marked increase in potassium excretion. Two patients who 
underwent subtotal gastrectomy were given enough fat intra- 
venously for the six-day period following surgery (inclusive of 
the operative day) to maintain their daily caloric intake in the 
1,800 to 2,000 calorie range. The extra calories from this source 
did not measurably alter the characteristic metabolic response 
pattern to this type of surgical procedure. However, evidence 
that extra caloric provision has failed to alter the nutritional 
picture in the first days after operation in no way detracts from 
the crucial importance of providing an adequate caloric intake 
in the later phases of convalescence. 


NEUROLOGY & PSYCHIATRY 


Percutaneous Vertebral Angiography. P. Namin. J. Neurosurg. 
11:442-457 (Sept.) 1954 |Springfield, 


The method by which the author and his colleagues performed 
162 vertebral angiographies at the Neurosurgical Clinic of La 
Pitié, Paris, France, is described. Arteriograms are more valuable 
than phiebograms, but the two are used as complements, en- 
abling the operator to visualize the entire territory of the verte- 
bral artery. Eleven illustrative cases are presented of various 
vascular malformations, neoplasms, and thromboses. Unusual 
examples of what the technique permits are the localization of 
an occipital abscess, the demonstration of the posterior develop- 
ment of a large hypophysial adenoma, and the discovery of a 
case of abnormal communication between the vertebral and 
carotid arteries at the base of the skull. Percutaneous vertebral 
angiography is a relatively benign procedure if properly prac- 
ticed. Four serious accidents occurred in this series; two were 
fatal. One of these two was caused by an intra-arterial injection 
of procaine (Novocaine) hydrochloride. The other was caused by 
excessive pressure of the injection. 


Results of Decompression Operation for Trigeminal Neuralgia. 
J. G. Love and H. J. Svien. J. Neurosurg. 11:499-504 (Sept.) 
1954 (Springfield, 


Between June, 1952, and March, 1954, 100 consecutive 
patients with trigeminal neuralgia were treated by surgical de- 
compression of the gasserian ganglion and posierior root of the 
fifth cranial nerve with the Taarnhej operation as modified by 
Love (extradural approach). One death occurred nine days after 
operation, but its cause was not related to the procedure. There 
was only one case of oculomotor nerve palsy; it was slight and 
cleared up within a month. No fourth nerve palsy was noted. 
There were 16 cases of facial nerve palsy, of which 9 were slight; 
_ 25 patients had herpes. The incidence of these two complications 
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is somewhat greater after the decompression operation than after 
section of the posterior root of the trigeminus. Postoperative 
subjective sensory impairment occurred in 13 patients and usually 
disappeared within two weeks. Sensory loss occurred in 14 
patients, but in only one was it profound. Complete relief of the 
trigeminal neuralgia was immediate in $1 patients. The other 49 
had tic-like pain of varying severity during some period of their 
hospital stay; in four instances it was severe enough to require 
posterior root section or alcohol block. Recurrent pain was 
experienced in the follow-up period by 31 patients, 12 of whom 
sought further treatment. Thus, the incidence of relief of pain 
by this procedure is less than when the posterior root is sectioned, 
but preservation of sensation in the face, eye, and tongue may 
be worth the chance of failure taken to obtain relief by this 
nonmutilating procedure. 


Guillain-Barré Syndrome: ACTH and Cortisone Treatment: 
Four Cases. F. Luzes. Bol. clin. hosp. civis Lisboa 18:73-82 
(June) 1954 (In Portuguese) [Lisbon, Portugal]. 


Guillain-Barré syndrome is a polyneuritis of allergic origin. 
The syndrome is not benign. A death rate of 20% is given in 
the literature. The neurological symptoms appear in absence of 
fever, but they always appear within the first three weeks after 
a febrile infection. Often the syndrome develops after adminis- 
tration of toxic drugs or of immunizing serotherapeutic vaccines. 
The lesions consist of serous inflammation of the nerves and 
axonal edema. Albuminocytological dissociation of the cerebro- 
spinal fluid is a constant finding. The syndrome develops in 
acute bouts, regressions, and recurrences that are controllable 
by therapy with corticotropin (ACTH) alone or with cortisone. 
The author resorted to this treatment in four patients with the 
syndrome. In patient | an acute ascending paralysis of Landry's 
type developed twice within an interval of three months. Satis- 
factory results were obtained from administration of cortico- 
tropin in doses of 20 mg. every six hours for 10 days during 
the first attack and for 8 days in the second attack. The acute 
symptoms were controlled, and regression was established. 
After discontinuation of corticotropin therapy in the second 
attack, cortisone was given in daily doses of 100 mg. for 12 
days. It potentiated the good results of corticotropin. Satisfactory 
results were also obtained in patients 2 and 4. Patient 2 was 
given corticotropin and cortisone in the aforementioned doses 
for one week each. Patient 4 was given cortisone alone in daily 
doses of 200 mg. for a month. Patient 3 had marked paralysis 
and acute amyotrophia. Cortisone given alone in daily doses of 
100 mg. for 10 days failed. The author believes that corticotropin 
and cortisone inhibit the hyperergic reaction of the nervous 
tissues and prevent and control axonal edema. The aforemen- 
tioned hormones are indicated (1) in the early stage of the 
syndrome, (2) in the course of acute attacks, and (3) whenever 
bulbar or respiratory paralysis are threatening. Marked muscular 
weakness and marked atrophy signify degeneration of the 
nervous tissues and of the roots that does not improve with the 
treatment. 


A Study of the Rationale of the Treatment of Delirium Tremens 
with Adrenocorticotropic Hormone: I. The Eosinophil Response 
of Patients with Delirium Tremens, After a Test with ACTH. 
M. Owen. Quart. J. Stud. Alcohol 15:384-386 (Sept.) 1954 
{New Haven, Conn.}. 


In this first of two papers on the use of corticotropin in the 
treatment of delirium tremens, Owen is concerned with the 
eosinophil response of such patients. It has been stated that 
treatment with corticotropin takes much less time than treatment 
with sedatives and fluids administered parenterally. Analogies 
between delirium tremens and adrenal crisis have been postu- 
lated, and the conclusion has been drawn that alcoholism is 
primarily a metabolic disorder due to exhaustion of the adrenal 
gland by repeated stimulation with alcohol. If this concept were 
correct, then the action of corticotropin in the treatment of 
delirium tremens could not be regarded as a specific substitutive 
hormonal agent, since, in cases of adrenal cortical exhaustion, 
the gland could not respond to corticotropin. If the action of 
corticotropin is not specifically hormonal, the mechanism of its 
reported effectiveness remains to be elucidated. An attempt was 
made in the present study to establish whether or not adrenal 
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cortical insufficiency exists in every case of delirium tremens. In 
the presence of normal adrenal cortical reserve the circulating 
eosinophil level falls $0 to 80% in four hours after the intra- 
muscular injection of 25 mg. of corticotropin. When the ad- 
ministration of corticotropin is not followed by cosinopenia, it 
is assumed that the adrenal cortex is not capable of responding 
to corticotropin with the secretion of adrenal steroids. The 27 
patients on whom tests were made were admitted with delirium 
tremens. Each patient received 25 mg. of corticotropin intra- 
muscularly, and an eosinophil count of the circulating blood 
was made with blood drawn just prior to the injection and four 
hours later. The test indicated that 13 had inadequate and 14 
adequate adrenal cortical reserve. It is concluded that (1) adrenal 
cortical insufficiency is not a necessary condition of delirium 
tremens; (2) in the treatment of delirium tremens with cortico- 
tropin, the hormone does not act as a specific therapeutic agent. 


A Study of the Rationale of the Treatment of Delirium Tremens 
Hormone: 11. Clinical Correlations to 

eness to ACTH in Delirium Tremens. M. Owen. 
Quart. J. Stud. Alcohol 15:387-401 (Sept.) 1954 |New Haven, 
Conn.|. 


An attempt is made to correlate the clinical phenomena of 
delirium tremens with adrenal cortical reserve, with a view to 
clarifying the alleged effectiveness of corticotropin in the treat- 
ment of delirium tremens. Data on blood pressure, pulse rate, 
temperature, tremors, sweating, and concurrent diseases, as well 
as on hallucinations, delusions, and disorientation on the same 
27 patients studied in the previous report are summarized in 
tables. The hospital records afforded nine autopsies following 
death in delirium tremens. The charts and postmortem records 
were examined with a view to compiling as much information 
as possible similar to that collected from the living patients. In 
correlating the adrenal cortical reserve with clinical phenomena 
of delirium tremens, the following significant relationships could 
be established: 1. There were more patients with adequate 
adrenal cortical reserve among the group with only | to 15 
years of alcoholism compared to those having 16 to 30 years 
of alcoholism. 2. There was a significantly greater number of 
patients with adequate adrenal cortical reserve among the group 
that remained oriented throughout the delirium. 3. There was 
a significantly greater number of patients with adequate adrenal 
cortical reserve who had tuberculosis than had not. 4. The highest 
degree of correlation was between short duration of auditory 
hallucinosis and adequate adrenal cortical reserve. In the further 
analysis the author shows that no relationship could be estab- 
lished between poor adrenal cortical reserve and any of the 
clinical phenomena of delirium tremens. This indicates that 
adrenal cortical insufficiency is not a necessary condition of 
any of these phenomena. She also points out, however, that this 
assertion in no way contradicts Smith's hypothesis of metabolic 
dysfunction as the cause of alcoholism and delirium tremens, 
but it does indicate that the assumed causal metabolic disorder 
is not adrenal cortical insufficiency. In a later study Smith postu- 
lated that the site of metabolic disorder in alcoholism was in 
the hypothalamus or pituitary. Owen also admits that the high 
incidence of adrenal cortical insufficiency in delirium tremens 
may be secondary to a pituitary-hypothalamic disorder, which, 
if it existed, could account for many of the phenomena in 
delirium tremens. 


Use of Group Psychotherapy in Posthospitalization Treatment: 
A Clinical Report. D. Blau and J. J. Zilbach. Am. J. Psychiat. 
111:244-247 (Oct.) 1954 |Baltimore!}. 


Outpatient group psychotherapy was begun at Boston State 
Hospital in November, 1952. Most of the patients in this group 
had had several previous hospitalizations, and a few, on the basis 
of their past histories, had a rather poor prognosis. It was felt 
that, in the transition from hospital to community, adjustment 
would be difficult and that group psychotherapy could help 
these patients with some of their problems in this critical period. 
Eight patients on trial visit were treated for one year by group 
psychotherapy. During this time none of the members was 
rehospitalized. As a result of being able to express more freely 
their feelings in the group, the members could examine more 
clearly their relationships with key figures in their lives. There 
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have been significant improvements in socialization and marital 
and job adjustment. Improved socialization should be particu- 
larly noted, since some of these patients had a history of only 
the most meager experience in interpersonal relationships. Per- 
haps this was possible in the controlled situation of the group, 
because there they learned about some of their own real feelings 
and of those of other people. This scems to have facilitated the 
development of more meaningful relationships with people in 
general. The promising results of this preliminary study open 
the possibility of overcoming some of the difficulties that the 
psychotic patient faces when leaving the hospital. 


A Rauwolfia Alkaloid in Psychiatry: Similarity of Its Effect to 
That of E. Weber. Schweiz. med. Wehnschr. 
84:968-970 (Aug. 21) 1954 (In German) |Basel, Switzerland]. 


Reserpine (Serpasil), a Rauwolfia alkaloid preparation, was 
given a therapeutic trial in 33 psychiatric patients with severe 
excitation, restlessness, and tension, 21 of whom were schizo- 
phrenics. Twenty-two patients were chronic psychotics, and 11 
had acute psychoses. Duration of treatment varied from 3 to 
59 days, with an average of 18.6 days. Five milligrams of the 
drug was given intramuscularly twice daily; a few patients were 
given 1S mg. daily, and only twice a dose of 20 mg. per day 
was used. When sedation had been obtained, administration of 
the drug was changed from intramuscular to oral, and frequently 
the dose was reduced to 6 a per day. Considerable improve- 
ment resulted in 7 of the 22 patients with chronic disorders. 
Sedation continued for several weeks after the drug was dis- 
continued. Slight temporary improvement of from two to six 
weeks’ duration took place in seven additional patients, while 
the remaining cight chronic patients were therapeutic failures. 
Of the 11 patients with acute psychosis, 4 were discharged as 
nearly completely cured, and 4 were improved. The best results 
were obtained in manic patients and in those with mixed manic- 
depressive psychosis. The psychiatric effects of reserpine, such 
as inactivation, relaxation, slowing down, and prolonged sicep 
without anesthesia were similar to those of chlorpromazine (10- 
{v-d propy!]-2-chlorophenothiazine hydrochloride) 
but drug addiction is less likely to occur with reserpine than with 
chlorpromazine. The injections of reserpine are less painful than 
those of chlorpromazine, but extrapyramidal symptoms of the 
type of paralysis agitans (Parkinson's syndrome), which were 
observed in 29 of the 33 patients, may appear carlier with the 
use of reserpine. There are no indications so far that temporary 
paralysis agitans may have serious sequelae. Definite miosis 
occurred in three patients treated with reserpine. It cannot be 
stated whether chlorpromazine or reserpine should be used first 
for the treatment of excitation associated with psychosis. 
Reserpine should be given to patients in whom chlorpromazine 
failed because of hypersensitivity to pain from the injection of 
the drug or because of its inadequate sedative effect. Reserpine 
is to be preferred to chlorpromazine for patients with a tendency 
to drug addiction. Chlorpromazine should be preferred to reser- 
pine for patients in whom symptoms of paralysis agitans develop 
before improvement in the psychosis takes place. 


Largactil in Psychiatric Treatment. H. Z. Winnik and L. Tennen- 
baum. Harefuah 47:95-100 (Sept. 1) 1954 (In Hebrew, English 
Summary) Jerusalem-Tel Aviv, Israel]. 


In a report on 20 psychotic patients treated with Largactil, 
chlorpromazine, 1047-d 
zine hydrochloride, the main characteristics “of this “drug and 
the techniques of therapy used are described. All the patients 
had chronic disease and were not specially selected for the treat- 
ment. Nearly all of them had undergone intensive and protracted 
insulin shock treatment and electroconvulsive therapy with un- 
satisfactory results; five had had lobotomy. Remarkable improve- 
ment occurred in 10 patients, so that some were able to resume 
their previous activities in society. No improvement was noted 
in five patients. The other five patients had slight improvement 
enabling them to be transferred to wards for quict patients. A 
relapse occurred in one patient after a three month period of 
integration into family and social life. Complications included 
infiltrations at the site of injection, acute edema of the lower 
extremities, and signs of saturation. All these complications dis- 


a appeared rapidly without endangering the patients’ lives. 
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GYNECOLOGY & OBSTETRICS 


Puerperal Hemiplegia. H. Stevens. Neurology 4:723-738 (Oct.) 
1954 |Minneapolis}. 


Eight cases of postpartum hemiplegia are reported. This con- 
dition is not so rare as commonly supposed but is often diagnosed 
as postpartum eclampsia. More frequent requests for neurological 
consultation would probably alter the statistics for this disease. 
The syndrome consists of headache of sudden onset, convulsions, 
coma, and hemiplegia, appearing several hours to several weeks 
after delivery in a previously normal patient. Blindness and 
mental symptoms may coexist. A previously undescribed feature 
of this syndrome is fluctuating hypertension, the mechanism and 
management of which is discussed with particular reference to 
the use of hypotensive drugs. It is concluded that these may be 
harmful because the hypertension may be a reflex designed to 
overcome increased cerebrovascular resistance owing to elevated 
intracranial pressure. If this hypertension occurting with con- 
vulsions and other neurological symptoms is misconstrued as 
eclampsia and hypotensive drugs are used, serious embarrass- 
ment of the cerebral blood flow may result. Thus differential 
diagnosis is important. The cause of puerperal hemiplegia is 
cerebral venous thrombosis. This has been shown by direct ob- 
servation at craniotomy and at autopsy in cases previously de- 
scribed, particularly in the British literature. The Prognosis 
appears better than previously reported; all the patients in this 
series survived with symptomatic therapy, such as hypertonic 
glucose given intravenously for intracranial pressure and ana- 
leptics given for acute convulsional crises. Anticoagulants are 
contraindicated. Morbidity is low in this syndrome, but a lowered 
threshold to convulsions is a possible sequela. 


Effect of Age upon Pattern of Menstrual Cycle. M. E. Collett, 
G. E. Wertenberger and V. M. Fiske. Fertil. & Steril. §:437-448 
(Sept.-Oct.) 1954 |New York]. 


Several means of identifying the day of ovulation have been 
used, but most are open to some objection. Generally the day 
of ovulation falls close to the low point of the basal temperature 
curve, although it may not coincide with it exactly. Collett and 
associates chose the basal temperature curve as a useful index 
of ovarian activity, because it differentiates between ovulatory 
and anovulatory cycles and indicates the duration and efficiency 
of the luteal phase, even though it does not date the day of 
ovulation precisely. The temperature was taken orally, after 
fasting and before rising, and so far as possible at the same hour 
each day. The subjects were students and staff members, mostly 
unmarried. Basal temperature curves were ascertained for 302 
complete cycles of 146 women between the ages of 17 and 50. 
It was found that length of cycle is less constant in the 17 to 
19 and 40 to $0 year groups than at other ages. The most fre- 
quent menstrual length is five days at all ages, but a range of 
two to nine days was observed. After 35 years of age fewer long 
menses occur. The incidence of anovulatory cycles is highest at 
17 to 19 years and fairly high at 40 to 50, but such cycles occur 
sporadically at other ages. They occur least often at 25 to 34 
years. Ovulation may occur at any time from day 4 to day 39 
of the cycle, but between the ages of 25 and 34 it falls most 
frequently between day 12 and day 15. Variability is greatest 
before 20 and after 40 years. The luteal phase, which generally 
lasts 12 to 15 days, varies at all ages, although less than the 
follicular phase. Short luteal phases are more often observed 
before 25 and after 40 than at other ages, and long luteal phases 
most often before 20 years. A rise in temperature of 0.8 F or 
more in the luteal phase occurred in from 90 to 98% of the 
diphasic cycles of women in the youngest and oldest groups as 
compared with 96 to 100% of the cycles of women 25 to 39 
years old. Similar but more striking age differences were ob- 
served in luteal phases showing a rise of | F or more. The 
initial rise was sharpest in the younger groups. In all respects 
the stability and efficiency of ovarian activity was greatest at 
25 to 34 years, less at 20 to 24 and 35 to 39 years, and least at 
17 to 19 and 40 to 50 years. Monophasic anovulatory curves are 
usually distinguishable from diphasic curves; there are, how- 
ever, several types of diphasic curve, some of which are puzzling. 
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Effect of Diethylstilbestrol on ee Carcinoma of the 
Cervix: Preliminary Observations. G. F. MclInnes. Cancer 
7:1029-1030 (Sept.) 1954 


Diethylstilbestrol was administered to 25 patients with ad- 
vanced cancer of the cervix uteri and the effects of this therapy 
studied for a two and one-half year period. Four patients were 
classed as having disease of League of Nations stage 3 and the 
others as stage 4. A strong but impermanent hemostatic effect 
was observed in 24, with healing of ulcerating lesions by growth 
of vaginal mucosa in and over the ulcerated areas in 19. An 
increased sense of well-being was noted in 14 patients, with fair 
response in 8 and no response in 3. Some were able to quit their 
beds. Eighteen patients complained of edema of the lower ex- 
tremities. All experienced swelling and fulness of the genitalia 
and breasts, but pain was not severe. Fourteen complained of 
slight nausea, but in only two instances was it severe enough 
for discontinuation of treatment. The size of the tumor increased 
in 23 of the 25 patients; in those who survived a reasonably long 
time, the tumor finally presented from the ulcerating surface as 
a soft, extremely cellular, rapidly growing neoplasm. Patients 
in the premenopausal group did not do so well as those in the 
postmenopausal group. In the early part of this study, dosage 
was excessive (SO to 100 mg. daily); this amount was increased 
to achieve satisfactory hemostasis and increased again as the 
patient became resistant to the drug. Subsequently it was found 
that smaller doses were equally satisfactory (1 to § mg. daily). 
Diethy!stilbestrol should be used in the management of patients 
with incurable cancer of the cervix. 


Endometrial C L. A. Guite and G. EF. Farrell. J. Maine 
M. A. 45:245-246 (Sept.) 1954 |Portland, Maine}. 


Endometrial carcinoma comprises 2 to 3% of primary car- 
cinoma in women, and occurs in a ratio of | to 3.8% to 
carcinoma of the cervix. On the basis of an illustrative case 
history Guite and Farrell demonstrate that it may be difficult 
to make a positive diagnosis of carcinoma of the endometrium. 
Dilatation and curettage plus the Papanicolaou test proved 
negative. Later the pathological study suggested that the car- 
cinoma first started in the left tube and progressed by gravity 
to the endometrium. No amount of curettings could obtain a 
positive report, particularly in the early stages of the disease, 
because the lesion started in the tube. It is fortunate that both 
tubes were occluded, because this stopped the spread of the 
malignant disease to the ovaries and to the parietal peritoneum. 
The over-all gross salvage of patients with endometrial car- 
cinoma is only 50% in five years. This poor salvage rate is no 
doubt due to the fact that the patients often put off seeing the 
physician in time. Many women come to the physician only 
after they have been bleeding for a period of six months or more. 
The treatment of choice is panhysterectomy, with or without 
radiation. Vaginal spotting is the predominant symptom in 
endometrial carcinoma. A positive Papanicolaou test, particu- 
larly in postmenopausal bleeding, is highly presumptive evidence 
of carcinoma. However, a negative Papanicolaou test, and even 
the findings at dilatation and curettage, do not necessarily rule 
out a malignant endometrial lesion. If vaginal spotting persists, 
particularly in a woman past the menopause, panhysterectomy 
should be done. 


Gastric Secretion in Dogs During Pregnancy and Lactation. 
J. D. McCarthy, S. O. Evans and L. R. Dragstedt. Gastro- 
enterology 27:275-280 (Sept.) 1954 |Baltimore]. 


Interest in the effect of pregnancy and lactation on gastric 
secretion has been aroused by the clinical impression that 
pregnancy exerts a beneficial effect on the healing of duodenal 
ulcers in women and that exacerbations in this disease are 
common at the menopause. These observations have prompted 
the treatment of patients with duodenal ulcer with chorionic 
gonadotrophin and other hormones. The development in their 
laboratory of methods permitting the collection of the entire 
gastric secretion from isolated stomach pouches in dogs for 
extended periods of time made it possible for the authors of 
this paper to obtain quantitative data from such animals during 
pregnancy and lactation. Pregnancy had no consistent effect in 
either stimulating or inhibiting gastric secretion, but a profound 
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and continued hypersecretion of gastric juice occurred during 
lactation. The failure of these experiments to demonstrate a 
consistent stimulating or depressing effect of pregnancy on gas- 
tric secretion in dogs suggests that the reported ameliorating 
effect of pregnancy on peptic ulcer in women is due to other 
factors than alteration in gastric secretion or that there are 
species differences. It is possible that the increase in secretion 
observed during lactation is dependent on the interaction of 
other hormones involved in this state or on other factors not 
presently in view. It is suggested that this hypersecretion of 
gastric juice during lactation has a useful purpose in promoting 
the absorption of calcium from the gastrointestinal tract to over- 
come the deficit produced by the less of calcium in the milk. 


PEDIATRICS 


The Radiology of Respiratory Distress in the Newborn. R. F. 
Steiner. Brit. J. Radiol. 27:491-499 (Sept.) 1954 |London, 
England}. 


The diagnosis in newborn infants with respiratory distress is 
difficult, and any help radiology can give will be of great im- 
portance to the clinician. Steiner feels that two reasons have 
prevented the extensive use of radiology in the diagnosis of 
respiratory distress in newborn infants. First, little reliance 
has been placed on the interpretation of chest radiographs in a 
small infant, and, second, the conventional “nontouch” tech- 
nique in seriously ill babies is adopted. It is, however, com- 
paratively easy to x-ray a baby without moving it, particularly 
if it is in a modern incubator; even if the x-ray film has to be 
placed under the child by lifting it, this can be done quite gently, 
causing no undue harm or distress. The radiographic procedure 
in this investigation was carried out with a standard mobile 
ward unit. The radiographic appearances in the varying causes 
of respiratory trouble in infants are described, and an attempt 
is made to differentiate the radiological signs of primary pul- 
monary collapse, pneumonia, and hyaline membrane. Emphasis 
is placed on the importance of serial studies to cover the whole 
disease process. This will give valuable information, as the degree 
of recovery or deterioration varies considerably from one patho- 
logical condition to another. In some of the conditions discussed, 
a pathognomonic radiograph will be obtainable, such as the 
miliary mottling in hyaline membrane or the lung edge demon- 
strated in a pneumothorax. In others, only the sequence of events 
on serial films will show a diagnostic pattern. In primary 
atelectasis, for instance, lobar collapse may show rapid expansion 
within a few hours. This will hardly be mistaken for an extensive 
pneumonia or hyaline membrane, which progresses less rapidly. 
In the latter, if there is improvement, regression of the abnormal 
radiographic shadows will be spread over many days. Miliary 
mottling and slow improvement or gradual deterioration in the 
condition of the infant, which is paralleled by definite radio- 
graphic findings, will be suggestive of the diagnosis of either 
hyaline membrane or pneumonia in most cases. One cannot 
expect an accurate pathological classification on radiographic 
studies alone, but immediate and adequate radiography will help 
the clinician to establish the diagnosis, if the radiographic find- 
ings are correlated with the clinical picture. 


Prevention of Hyaline Membrane After Cesarean Section. J. 
Pash. M. J. Australia 2:386 (Sept. 4) 1954 |Sydney, Australia]. 


Hyaline membrane is one of the major causes of death in 
infants delivered by cesarean section. The Boston theory is that 
hyaline membrane is the result of aspiration of amniotic fluid 
into the respiratory tract and the precipitation of the protein 
content in the alveolar ducts. A baby delivered by cesarean 
section is in great danger of inhaling this fluid, and so Pash de- 
cided that an attempt should be made to suck out the respira- 
tory passages of the baby before this aspiration could take place. 
After the incision into the lower segement, blood and liquor 
are sucked away, and the excess is removed by swabbing. If the 
head is low, the baby is usually delivered by the face, and in 
this case the assistant, as soon as the mouth is accessible, places 
a catheter in the mouth, and mouth and pharynx are cleaned 
before the child's head is delivered. This suction is maintained 
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throughout the delivery of the head, and sucking out of the 
mouth and pharynx is continued while the child's body is de- 
livered, and then the child is held with its head down. As soon 
as the cord is clamped and cut, the assistant, carrying the child 
with the head low, takes it to a cot, which is inclined with head 
down at an angle of 30 degrees, and the stomach is then emptied 
of ingested liquor with a mucus catheter. If the head is high, 
suction is instituted as soon as the mouth is accessible, and de- 
livery is delayed until the airway is reasonably clear. With the 
use of this method there were no deaths from hyaline membrane 
in 60 elective cesarean sections. 


First Results of Hibernation in Babies at the Saint Vincent de 
Paul Hospital. R. Joseph and F. Alsion. Semaine hép. Paris 
30:3173-3175 (Sept. 10-14) 1954 (In French) [Paris, France]. 


Seventeen babies were treated with chlorpromazine (10-[y- 
dimethylaminopropy!|-2-chlorophenothiazine hydrochloride) 
associated with promethazine (Phenergan) hydrochloride and 
meperidine (Dolosal) hydrochloride or phenobarbital (Gardenal) 
given in intravenous or intramuscular injections. All the babies 
were resistant to the usual forms of therapy: they had various 
diseases, but all had the following symptoms: hyperthermia: 
nervous signs, such as convulsions, excitation, or coma: and 
vascular collapse, with cyanosis, absence of pulse, or hypoten- 
sion. Besides these major indications, three babies were put in 
hibernation for suffocating dyspnea caused cither by the sudden 
enlargement of a pulmonary bieb or by a pyopneumothorax. 
In this series, hibernation was achieved through the use of drugs 
alone. Antibiotics, plasma, and rehydrating solutions were also 
administered. Good results were obtained in seven infants; in 
general, these were the children in whose cases intervention was 
made early in the course of the disease. The effect of artificial 
hibernation was to keep the patient alive until treatment of the 
basic disease process could take effect or surgical procedures 
be performed. 


Four Cases of Meconium Peritonitis. de Geus. Neder. 
tijdschr. geneesk. 98:2349-2352 (Aug. » 1954 (In Dutch) 
|Amsterdam, Netherlands|. 


Meconium peritonitis develops as the result of the passage 
of meconium into the free abdominal cavity after intestinal 
perforation. The disease occurs during the perinatal period. It 
is comparatively rare, as only about 100 cases have been re- 
ported in the world literature. The pathological anatomic labo- 
ratory in Rotterdam had records of four cases of meconium 
peritonitis, of which three occurred in 1952. The histories of 
these four cases are reported. In two of the four cases meconium 
ileus preceded the meconium peritonitis. In one of these two 
it was the result of a familial cystic pancreatic fibrosis, and in 
the second case the cause could not be established. In the two 
other cases the intestinal perforation took place during the 
intrauterine period and was followed by a calcifying meconium 
peritonitis. The stenosis of the ileum in one of these two infants 
was probably a result of the perforation. The cause of the 
intrauterine intestinal perforation could not be ascertained. The 
prognosis of meconium peritonitis is unfavorable. In newborn 
infants who do not receive treatment for meconium peritonitis, 
death usually follows in the first few days after birth. Treat- 
ment is chiefly surgical and depends on what is found at the 
operation. 


Boric Acid Poisoning: Report of a Case and Survey of Con- 
necticut Hospitals. D. N. Marks. Connecticut M. J. 18:745- 
748 (Sept.) 1954 [New Haven, Conn.}. 


Marks points out that, whereas boric acid poisoning by the 
oral route is a familiar hazard, transcutaneous poisoning is not 
often recognized. He presents the case of a 4-week-old boy in 
whom transcutaneous boric acid poisoning began after use of 
a borated powder and increased in severity when the diapers 
were dusted with it. Analysis of the urine revealed the presence 
of boric acid eight days after the last known exposure to boric 
acid. The infant recovered following symptomatic treatment. 
This case and five previously unreported cases uncovered by 
a Connecticut hospital survey are added to 114 cases from the 
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literature. The syndrome of boric acid poisoning consists of 
gastrointestinal, skin, and central nervous system signs and 
symptoms. Vomiting and diarrhea are common, the vomitus 
and stools frequently containing blood. The skin lesions consist 
of a maculopapular eruption progressing to an intense erythema 
usually involving the mucous membranes and sometimes most 
noticeable on the palms, soles, and in the diaper area. This is 
followed in a day or two by widespread desquamation. Stupor, 
delirium, convulsions, and coma may be encountered. In severe 
cases shock develops. Fever or a subnormal temperature may 
be present. Undoubtedly some cases of boric acid poisoning go 
unrecognized. The picture can be confused with gastroenteritis; 
sepsis; meningitis; and the exfoliative dermatoses, Ritter’s (infan- 
tile exfoliative dermatitis) and Leiner’s (desquamative erythro- 
derma in infants) diseases. This is suggested by the fact that 
the last case of Leiner’s disease diagnosed at the author's hos- 
pital revealed that large amounts of a borated baby powder 
and saturated boric acid solution had been used topically. The 
mortality in 120 reported cases of boric acid poisoning was 
$2.5. The author feels that in view of its poisonous prop- 
erties and generally accepted lack of bactericidal and bacterio- 
static activity, the use of boric acid should be abandoned in 
favor of safer, more effective agents. 


DERMATOLOGY 


The Chromium Content of Cement and Its Significance in 
Cement Dermatitis. C. R. Denton, R. G. Keenan and D. H. 
Birmingham. J. Invest. Dermat. 23:189-192 (Sept.) 1954 [Balti- 
more}. 


Cement dermatitis has been generally regarded as resulting 
from primary irritation due to the alkaline, abrasive, and 
hygroscopic properties of cement. However, there have been 
several reports in the foreign literature indicating that derma- 
titis experienced by cement finishers, fabricators, and masons 
may be due to a hypersensitivity to water-soluble chromate 
compounds present in cement. Denton and associates analyzed 
seven samples of type | Portland cement to determine the con- 
centrations of hexavalent and total chromium in cement wash- 
ings and the total chromium present in the water-soluble residues 
and in the original cement powder. They found that nearly all 
of the water-soluble chromium is leached out in the first 30 
minutes of washing; however, water-soluble chromium repre- 
sents only a small portion of the total chromium in the cement 
powder. With the exception of two samples, hexavalent 
chromium accounted for over one-half of the water-soluble 
chromium. A patient with a strong hypersensitivity to potas- 
sium dichromate was patch-tested on three occasions with 
0.005% potassium dichromate solution and the first filtrate of 
two cement samples, which were adjusted to pH 5.5. The con- 
centration of hexavalent chromium in each filtrate in terms of 
potassium dichromate was 0.0001 and 0.0004 respectively. 
The patient repeatedly showed a positive erythematous, edema- 
tous, papulovesicular patch test reaction to each of the test 
solutions. Patch tests with distilled water were negative. Con- 
trol subjects did not react to any of the test solutions. It is prob- 
able that the average soluble hexavalent chromium content of 
cement would be sufficient to cause and maintain an allergic 
contact-type dermatitis in this patient. The authors conclude 
that allergic hypersensitivity to hexavalent chromium may be 
a contributing factor in certain cases of cement dermatitis. 


The Dilated Pore, A T L. H. Winer. J. Invest. 
Dermat. 23:181-188 (Sept.) 1954 [Baltimore}. 


Treatment is occasionally requested for the solitary, enlarged 
pore, which is usually filled by a keratotic plug, which, when 
removed, allows the further expression of a small amount of 
white, soggy keratin. The patient usually states that the con- 
dition has been present for several years and that he frequently 
expresses cheesy material from the lesion only to have it refill 
within a month. Winer says that in the past year he observed 
10 patients with solitary, enlarged pores on the face. Seven of 
these patients had a single lesion, and three patients had two 
lesions each. The predominant location is not necessarily the 
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nasolabial or nasofacial folds. The distribution of the 13 lesions 
on the 10 patients was 5 on the upper lip, § on the check, 
one in the angle between the upper lip and the cheek, one on 
the temple, and one on the nose. Males predominated over 
females nine to one. With a cutaneous punch, the size depend- 
ing on the diameter of the pore, the lesion was excised, and 
the wound edges were coapted with nonabsorbable surgical 
suture. The removed tissue was sectioned, stained with he 
matoxylin and cosin, and then studied histologically. Eight of 
the follicles examined revealed that, superficially, at the level 
of the ostium, the epidermis was atrophic, whereas deeper in 
the follicle the epidermis became hypertrophic and developed 
many epidermal pegs and prolifierations. An occasional mitotic 
figure seen in these proliferating processes suggests a diagnosis 
of basal cell carcinoma. In view of the fact that the lesion in- 
volves the hair follicle and not the schaccous or sweat gland, 
it may be called a trichoepithclioma. In this small series it 
seems to have been acquired most frequently secondary to in- 
flammatory cystic acne or other cystic processes. It is therefore 
an acquired trichoepithelioma. It must be differentiated from 
the primary multiple congenital hamartoma of hair follicle 
origin and from the epidermal rest cyst or wen. The histo- 
pathological aspects of trichoepithchoma explain that no super- 
ficial measure such as superficial desiccation, cauterization, 
coagulation, or abrasion can eradicate this lesion because of 
its extreme depth. It is best treated by excision and suture after 
expressing the keratin to reduce its size. If a punch is used, an 
area at least 2 mm. beyond the ostium of the pore must be 
punched out, because of the proliferative walls. 


UROLOGY 


New Method of Treatment of Carcinoma of the Prostate with 
Natural Hormones. A. Jentzer. Schweiz. med. Wehnehr. 
84: 1088-1092 (Sept. 18) 1954 (In French) |Basel, Switzerland). 


Synthetic hormones differ therapeutically from natural hor- 
mones in that they sometimes produce unwanted effects, de- 
pending on how different they are from their natural counter- 
parts, and they act in one direction only, instead of synergis- 
tically with the other hormones of the same organ. Campro, 
which contains a complex of natural hormones, is a therapeutic 
agent producing functional castration but inhibiting the over- 
compensating action of the adrenal and pituitary glands usually 
occurring after castration. Sertoli’s cells are not destroyed by 
Campro, and it is presumed that they secrete the hormone 
inhibin, which acts as a pituitary block. The drug also causes 
atrophy of the basophil and cosinophil cells of the pituitary. 
Campro was used in the treatment of 16 patients with carcinoma 
of the prostate. The diagnosis was verified by biopsy in every 
case, and monthly examinations were made during the period 
of treatment. Up to the time of writing there had been four 
deaths, two of which were from unrelated causes, one in a case 
that was refractory to treatment because of a pituitary adenoma, 
and the fourth from primary pyclonephritis with secondary 
uremia. The 12 patients still receiving therapy had survived 
for an average of 22 months; the author compares this result 
with that obtained by another author in a group of 11 patients 
with prostatic cancer treated with synthetic hormones and sur- 
viving for an average of 11.7 months. Clinically there were 
noted in the present series rapid improvement in the general con- 
dition, distinct improvement in the blood status, gynecomastia, 
testicular atrophy, feminization, and softening, and, in most 
cases, flattening of the prostatic tumor. Retention disappeared 
and micturition became regular in three patients. Bone me- 
tastases practically disappeared in one. Despite advanced age, 
four patients were able to return to work. Campro was effective 
in four patients who had previously not responded to synthetic 
hormone therapy. Acid and alkaline phosphatase levels were 
determined monthly for over three years; it was concluded 
that this was diagnostically useful but did not help in the evalu- 
ation of the severity or regression of the cancer. Clinical and 
hematological evidence are the proper tools for this purpose. 
No optimistic conclusions should be drawn at this time. The 
best treatment for carcinoma of the prostate is prostatectomy; 
unfortunately, carly diagnosis is made in only 5% of cases. 


Venereal Disease in Agricultural Migrants. A. C. Shepard and 
W. J. Page Jr. Pub. Health Rep. 69:831-835 (Sept.) 1954 
[Washington, D. C.]. 

In 1950 the federal government, recognizing the multiplicity 
of associated with migrant agricultural workers, estab- 
lished a commission to study the circumstances under which 


mated 16,000 migrant agricultural workers enter New Jersey 
annually. Among these migrants are a few hundred Jamaicans 


and Jamaican authorities under which workers are recruited, 
transported to the mainland, and returned at the end of the 
contract period. These exotic laborers contribute little to the 
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gen 
moderate. While retrolental fibroplasia has 
not seem to be the only causal factor responsible 


oxygen administration for less than five or six days. Particularly 
if oxygen has been given for a longer time, successive exami- 
nations of the eye fundus should be made before and after dis- 
continuation of the treatment, as it has been maintained that 
in the carlier stages changes in the cye fundus can be made 
to recede by putting the child into a higher oxygen concentra- 
tion, which, it is thought, will overcome the relative hypoxemia. 
In one of the cases reported, the changes receded after such 
treatment. In the only case of the disease seen so far in 1954, 
in a premature infant given prolonged oxygen treatment because 
of constant respiratory difficulty, cyanosis, and attacks of apnea, 
changes in the eye fundus were found after 60 days’ treatment. 
Here also the changes are receding after treatment with a higher 
Oxygen concentration. 
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THERAPEUTICS 


A Vegetable Extract with Hormone-like Effect. V. Probst and 
O. A. Roth. Deutsche med. Wehnschr. 79:1271-1274 (Aug. 27) 
1954 (In German) [Stuttgart, Germany]. 


Adult female rats with regular estrus were given Alyt, an 
alcoholic extract obtained from the seeds of agnus castus. The 
incidence of the estrus was reduced in these animals as com- 
pared with that of control animals. An anti-estrus-producing 
effect was thus demonstrated in the animal experiments. Alyt 
was given a therapeutic trial in 57 women, 6 of whom had sec- 
ondary amenorrhea, 9 oligohypomenorrhea, 40 cystic-glandular 
hyperplasia, and 2 anovulatory cycle. Bleeding similar to the 

with amenorrhea. The basal temperature curve of three of these 
women showed a notable increase when they were given Alyt. 
The endometrium obtained on the first day of bleeding from 
one of these women showed a secretory phase on microscopic 
examination. Shortening of the bleeding-free interval and in- 
creased bleeding resulted from Alyt in six of the nine women 
with oligohypomenorrhea. A sudden change in basal tempera- 
ture occurred in four of the women, and a definite progesterone 
effect was observed in the vaginal secretion of one woman. 
Recurrence of bleeding was observed in only 4 of the 40 women 
with cystic-glandular hyperplasia of the endometrium. These 
four women, in whom a hyperhormonal amenorrhea and con- 
tinuous bleeding recurred despite administration of Alyt, were 
over 45 years of age. Prolongation of the interval and normal- 
ization of the cycle occurred in the women with polymenorrhea 
and in those with an anovulatory cycle. The basal temperature 
again showed a biphasic course, and a secretory phase could 

demonstrated in the endometrium of one woman on the 
of bleeding. Eighteen women with primary and sec- 
ondary amenorrhea and seven women with oligohypomenor- 
rhea were given combined treatment with estrogens and Alyt, 
since signs of estrogen deficiency could be demonstrated in the 
vaginal secretion. Bleeding similar to the periodic occurred in 
10 of the 18 women. The basal temperature was ascertained 
in seven, and three showed a rise of temperature; a definite 
progesterone effect was observed in the vaginal smear of seven 
patients. Endometrium was obtained from three women, and a 
secretory phase could be demonstrated in one of them. Shorten- 
ing of the bleeding-free interval and increased bleeding was 
obtained in three of the seven women with oligohypomenor- 
rhea; the other four women were therapeutic failures. Alyt 
stimulates the formation of corpus luteum in the ovary rather 
than exerts a substitutional effect. Alyt, therefore, should be tried 
in patients with hormonal disturbances in whom corpus luteum 
function is absent or deficient. A trial with Alyt also is recom- 
mended for amenorrhea, before other hormonal preparations 
are used, 


Induced with Apomorphine in Man. B. Isaacs and J. G. Mac- 
Arthur. Lancet 2:570-572 (Sept. 18) 1954 [London, England}. 


An fe sa ge is described in which 24 healthy young men 
each received, under ee conditions, four successive sub- 
cutaneous injections of apomorphine hydrochloride. Tablets 
were given by mouth two hours before each injection, the fol- 
lowing four sets of tablets being administered to every subject: 

chlorpromazine (10-[y-dimethy! 
zine hydrochloride), 50 mg.; promethazine hydrochloride, $0 
mg.; and two sets of inert tablets, in every one of the possible 
combinations of 1, 2, 3, and 4. Half the men vomited in response 
to apomorphine when inert tablets had been previously given, 
seven when promethazine had been given, and one when chlor- 
promazine had been given. Large unexplained discrepancies 
occurred in some of the men between the responses to the two 
inert injections that were administered as controls. It is difficult 
to assess the effect of promethazine, but there is no doubt that 
chlorpromazine diminished or abolished the nausea and vomit- 
ing induced by apomorphine. A suggested clinical use of chlor- 
promazine is in the prevention of nausea and vomiting due to 
— since the latter drug produces emesis by stimulating 

the chemoreceptor trigger zone in the medulla in the same way 
as does apomorphine. 
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lve and Work. Ihe Commussic 
Trenton, N. J., and in 10 other major cities in areas of the 
state and federal agencies, effect agreements with Puerto Rican 
state's venereal disease problem, since, as a rule, an examina- 
tion before entry into the United States screens out venereally 
infected persons. A large portion of New Jersey's migrant popu- 
lation is composed of southern Negroes, and it is with this group 
that this report is primarily concerned. Of an estimated 6,000 
domestic Negroes in this labor force, 3,401 were tested sero- 
logically for syphilis. It was found that the incidence of venereal 
disease among domestic migrants employed in agriculture is ex- 
tremely high. It is recommended that serologic surveys and 
other control measures be expanded wherever possible to in- 
clude the entire domestic migrant population. A mobile clinic 
is more effective than the conventional type of clinic in reach- 

ing the farm migrant group. 

OPHTHALMOLOGY 

Retrolental Fibroplasia. ©. Aalde and O. Imersiund. Tidskr. 
norske lagefor. 74:555-559 (Sept. 1) 1954 (In Norwegian) |Oslo, 
Norway]. 

The authors studied the incidence of retrolental fibroplasia 
among the premature infants treated in the pediatric depart- 
ment of the Rikshospital from 1950 through 1953 and its pos- 
sible relation to oxygen treatment. Examinations during their 
hospitalization of the eye fundus in 88 premature infants with 
birth weight of less than 2,000 gm., 79 of whom had been given 
oxygen treatment, revealed retrolental fibroplasia in 11. Their 
birth weight was from 920 to 1,750 gm., and they had received 
oxygen for from 14 to 58 days. On reexamination after the 

and im Cases Of respiratory difficulty, cyanosis, a 
dren 
YPox- 
se to 
com- 
pelling indication, with as low as a concentration as possible, 
and should be discontinued gradually. From more extensive 
studies it appears that retrolental fibroplasia rarely occurs on 
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BOOK REVIEWS 


Texthook of Operative Gynaecology. By Wilfred Shaw, M_D., 
F.RCS., Gynecologist, St. Andrew's Hospital, Dollis Hill, London, 
England. Cloth. $19. Pp. 444, with 382 illustrations. Williams & Wilkins 
Company, Mt. Royal and Guilford Aves., Baltimore 2; E. & S. Living- 
stone, Ltd., 16 and 17 Teviot Pl., Edinburgh, Scotland, 1954, 


This is one of the foremost books on operative gynecology 
published in any language. It is a pity that Wilfred Shaw did 
not live to see this book completed. Even though he knew he 
had a fatal illness, he worked on the manuscript to the very 
end. Shaw acknowledged inspiration of illustrations from the 
textbooks of Peham-Amreich, Martius, TeLinde, and Green- 
hill. He borrowed some excellent original drawings, but the 
remainder of the illustrations were drawn by Leslie Caswell 
and are unsurpassed for accuracy and beauty. Every useful 
gynecologic operation is described in simple, lucid language. 
In addition, chapters are included on nongynecologic condi- 
tions found at operation, cesarean section, anterior abdominal 
hysterotomy, vaginal hysterotomy, and vaginal methods of 
sterilization. At the end of nearly every chapter there is a short 
but valuable list of references. Shaw was one of the outstand- 
ing gynecologists of the world. He was not only a great sur- 
geon but an astute pathologist, a clear-thinking investigator, 
and an inspiring teacher. There are unmistakable evidences of 
these accomplishments throughout the text. This book, the 
author's final accomplishment, is one of the best in its field. 


Anatomy of the Human Body. Mang ay F.R.S. Twenty-sixth 
Professor of 


This new edition, appearing six years after the preceding one, 
contains many new illustrations. The text has been revised and 
rearranged, and the total number of illustrations have been 
slightly reduced. The chapter on surface anatomy, formerly 
the last, is now the second one; the anatomy of the nose is now 
described under the heading “Respiratory System” instead of 
“Special Senses”; and the heart is given a more prominent place 
in the table of contents. The section on the peripheral nervous 
system has been extensively revised; the paragraphs are num- 
bered and lettered in outline form but the use of the same 
size large Roman numerals for the cranial nerves and the main 
branches of the trigeminal nerve is apt to prove confusing. 
This outline form should, however, be of help to the student 
and might be applied with benefit to the vascular system. In 
the table of contents under the heading “Arteries” the first four 
page numbers are taken from the 25th edition. This standard 
text continues, however, to be the best in its field. 


Joseph Garland, M_D. 


The Physician and His Practice. Edited by 
Company, 4 Beacon St., Boston 6, 


Cloth. $5. Pp. 270. Little, Brown & 
1954. 


This volume might well be titled the young physician's guide, 
because it actually is a guidebook. The problems of a physician 
from the beginning of his medical education to the selection 
of a specialty and its conduct are discussed in detail. The pros 
and cons of generalization and specialization are well presented, 
so that the novice should be well aware of the problems of his 
practice after reading this book. Much good advice is offered 
in regard to the extramedical side of a physician's life. Par- 
ticipation in civic and community affairs and conduct in relation- 
ship to family and community life are well discussed. The chap- 
ter entitled “Doctor's Wife” should be read by all physicians’ 
wives. Public relations and the business side of medical practice 
are also thoroughly discussed, and many helpful suggestions are 
offered. Medical reading and writing, laboratory facilities, hos- 
pital facilities, and medical organization are also discussed in 
this volume. The authors of the various essays are well qualified 

These book reviews have been prepared by competent authorities but 
do sf represent the opinions of any official bodies unless specifically 
so . 


to write on their subjects. All premedical and medical students 
as well as house staff officers would benefit by reading this book. 
Physicians will also find much of value in reviewing the current 
trends of medical practice and newer problems. Solutions to 
many of these problems are suggested. 


Edited by Henry A. Blair, 
Ph.D., Director 

New York. Cloth. $7. Pp. S08, with illustrations. 
Hill Book Company, Inc., 330 W. i New York 36; 95 Farringdon 
St., London, E.C. 4, England, 1 


authors on the effect of single doses of whole body roentgen 
irradiation; part 2 deals similarly in seven chapters with 
divided doses over long periods of time; and part 3, in two 
chapters, deals with fractionated doses of fast neutrons. An 
immense amount of detail is recorded in this book for the use 


It appears from the last two chapters that neutron beams have 
roughly the same biological effects on animals as do gamma 
and roentgen rays, but an explicit statement to that effect 


target, the effect of light, the dark-adopted eye, the size of 
the pupil, and the influence of oxygen and anoxia. Two graphs 
show the dimensions and situations of the blind spot with or 


posite eye, (4) a foreign body in the opposite eye, (5) digital 
pressure on the globe, and (6) holding the breath. Other fields 
are also shown demonstrating the effect of a drug producing 

a vasomotor response 

The mh yn oo portion of the book deals with clinical applica- 
tions, instruments, and techniques. This portion abounds in 
characteristic and noncharacteristic fields for acute and chronic 
glaucoma, and for those that are due to various retinal and 
optic inflammations, diseases, and toxins; retrobulbar infection, 
and toxic agents, such as tobacco, alcohol, quinine, ethylhydro- 
cupreine, and thallium acetate. Many examples of visual fields 
of patients with strabismus, those with hysteria and fatigue, 
and malingerers are given. The test of malingerers by means 
of polarizing lenses is clearly explained and the ease of its 
application is stressed. The final chapter is on the medicolegal 
aspects of reduced or restricted fields, either monocularly or 
bilaterally, according to the laws of France. The bibliography 
is extensive. This comprehensive text should be of value to the 
student of ophthalmology, who can read French. 


1843 
of future workers in this field. Conscientious editing has pro- 
duced a uniformly objective presentation of facts. For the less 
specialized reader the book could be made more interesting 
by more illuminating introductory paragraphs and more definite 
conclusions. Sometimes a single sentence would spare the 

Louisiana State University School of Medicine, New Orleans. Cloth. $16. illustrated, and well indexed. It should be of great value to 

Le champ visuel: Topographic normale et pathologique de ses sensi- 
bilités. Par A. Dubois-Poulsen. Avec la collaboration de P. Francois, 
A. Tibi et Cl. Magis. Rapport présenté A la Société francaise d'ophtal- 
mologie le 22 juin 1952. Paper. Pp. 1175, with 824 illustrations. Masson 
& Cie, 120 boulevard Saint-Germain, Paris, 6c, France, 1952. 

In this report the authors trace the historical background of 
the visual fields in detail, starting with the Greeks, the Arabs, 
and Ptolemey, who 50 years after Christ occupied himself 
with measurement. The authors continue with the discovery of 
the blind spot in 1668 and with von Graefe's development in 
1856 of the campimeter. They discuss the many factors affect- 
Ul COrrecuion ‘Opla yperopia. Angio- 
scotometry is excellently demonstrated on Bjerrum’s campim- 
eter as taken from Roger Weekers. There are interesting 
effects on the visual fields from: (1) fixing a light on the 


Proceedings of the Fourth International Congress of the International 
Society of Hematology. Mar del Plata. Argentina. September 20-27, 1962. 
Associate editors: F. Jimenez de Asua, William Dameshek and Sol Haber- 
man. Advisory editors: Jean Bernard, et al. Assistant editors: Gonzalo E. 
Aponte and Jorge Lajous. Cloth. $10. Pp. 473, with Mustrations. Grune & 
Stratton, Inc.. #1 Fourth Ave... New York 16, 1954, 


In this volume the principal addresses are presented in full, 
while the others are reviewed in abstract form. Some of the 
articles are in English with Spanish summaries, while others 
are in Spanish with English summaries: The book deals with 
such subjects as: neurocndocrinological regulation of hemato- 
poiesis and hemostasis; histochemistry and cellular ultrastruc- 
ture, cause and treatment of the leukemias, manifestations of 
radioactivity on hematopoictic organs and hemostasis, polycy- 
themia, diagnosis of hemolytic disease, treatment of hemolytic 
disease of the newborn infant, relationship of immunology to 
hematology, and hemorrhagic disturbances. Some of the ma- 
terial is new, but much is either repetition or an extension of 
work previously published; however, a tremendous wealth of 
material is included in this volume. The printing, format, and 
some of the illustrations are excellent. Although this is not a 
book that could be recommended to the average reader, its 
some 90) papers do recommend themselves to those primarily 
interested in various aspects of the ever-broadening field of 
hematology. 


Connective Tissues: Transactions of the Fourth Conference. February 
18, 19 and 20, 1953, Princeton, WN. J. Edited by Charles Ragan, MD... 
Associate Professor of Medicine, Columbia University College of Physi- 
cians and Surgeons, New York. Cloth. $3.75. Pp. 197, with 61 illus 
trations. Josiah Macy, Jr. Foundation, 16 West 46th St.. New York ™%, 
1953. 


The first section of this book is an informal group inter- 
change on areas in the field of connective tissues in which 
agreement has been reached. The topics are introduced by 
the editor. Unfortunately this verbatim report makes rather 
incoherent reading since the ensuing discussions, often not 
particularly relevant, are frequently disruptive to the con- 
tinuity of thought. The second section is a report by C. A. 
Ashley and others on the isolation and characterization of 
mammalian-striated myofibrils. The third section is by H. B. 
Fell on the effect of vitamin A on organic cultures of skeletal 
and other tissues. The second and third sections, including the 
discussions, are interesting and informative, although the rela- 
tion of these topics to connective tissues is somewhat remote. 
The fourth section by K. Meyer is an outline of problems to 
be solved in the study of connective tissues. This report and 
the discussions center primarily on the mucopolysaccharides 
in the ground substances of the connective tissues and contain 
interesting ideas and suggestions for further work in this field. 
Since all sections contain much free discussion, this book should 
be of particular interest to those who want to read the other- 
wise unpublished ideas and thoughts of a number of workers 
in the general field of connective tissues. 


Paychophysiologic Medicine. By Eugene Ziskind. D., Clinkal Pro- 
fessor of Psychiatry, University of Southern California School of Medi- 
cine, Los Angeles. Foreword by John C. Whitehorn, M_D., Henry Phipps 
Professor of Psychiatry, Johns Hopkins University, Baltimore. Cloth. $7. 
Pp. 370. Lea & FPebiger, 600 S. Washington Sq.. Philadciphia 6, 1954. 


The author outlines the methods and theoretical understand- 
ing through which psychotherapy can be better incorporated 
into the general practice of medicine. The when, how, and 
why of psychotherapy by the nonpsychiatric clinician is a diffi- 
cult subject to present. It is currently a subject of much interest 
and attention. This book is a comprehensive, clear, and critical 
presentation of the author's views and is based on a wide 
experience. The book is divided into four parts. The first two 
constitute a manual for practitioners. Part 1 describes the 
extent of the need for consideration of personal problems in 
the management of illness. Part 2 discusses the methods used 
by the author in the diagnosis of psychological factors in ill- 
ness. The expansion and modifications of the traditional medi- 
cal history are considered in detail. Chapters on general 
orientation and discussion of psychotherapy include an emphasis 
on the feasibility of psychotherapy by the nonpsychiatrist. Parts 
3 and 4 are devoted to the dynamic origins of psychological 
difficulties, the differential diagnosis of psychiatric sy 


J.A.M.A., Dec. 18, 1954 


and a brief discussion of psychiatric emergencies in medical 
practice. Child-parent relationships and social factors in psy- 
chopathology are reviewed, and selec ve references to out- 
standing contributions in these ficlds are systematically in- 
corporated in these sections. The various schools of psychiatric 
thought of current importance are then summarized. At the 
end of the book there is a brief chapter on diseases commonly 
called psychosomatic. The author's encouragement of the use 
of the terms psychasthenia and neurasthenia is regrettable. They 
are terms that do not foster clear thinking and are not used by 
most psychiatrists today. The author favors an eclectic theo- 
retical approach and minimizes the contributions of psycho- 
analysis. His bias and his reasons for it are explicitly stated. In 
this, as in the book as a whole, there is forthright expression and 
clear presentation. This book is to be warmly recommended to 
the clinician with more than average interest in the psychological 
problems of his patients and a desire to understand them better. 


tions. William Heinemann, Lid, 99 Great Russell St, London, W.C.1, 
England, 1954. 


This history of the first 100 years of St. Mary's Hospital 
Medical School covers the period during which medical educa- 
tion was put on a sound footing. The author, who graduated 
from this school in 1900, has correlated the development of 
the school with that of British medical education. The progress 
of the school under a succession of deans is described. A 
chapter devoted to education outside the curriculum tells of 
the school’s accomplishments in the arts and in athletics. The 
last half of the book is devoted to short biographies of illus- 
trious members of the faculty who are now deceased, including 
Sir William Broadbent, Robert Farquharson, and John Braxton 
Hicks. Among the luminaries still connected with the school 
the best known is Sir Alexander Fleming. The book is well 
printed and has an adequate index. It should be of interest to 
all who take a delight in the history of medicine. 


Ulcerative Colitis and Its Surgical Treatment. By Bryan N. Brooke, 
M.Chir., Foreward by F. A. R. Stammerts, C.B.E.. T.D.. 


Royal 4 
. Led. 16 and 17 Teviot Pi., Edinburgh 1, Scotland, 1954. 


This profusely illustrated and handsomely made book is 
written by a surgeon from the surgical point of view, although 
the role of a team in the management of ulcerative colitis is set 
forth clearly. Much emphasis is given to the differentiation of 
ulcerative colitis from ileocolitis as well as from proctosigmoiditis 
and granular proctitis, since surgical therapy is used with benefit 
chiefly, if not exclusively, in ulcerative colitis. The role of psycho- 
somatic factors is disposed of in four lines. The best and indeed 
the major portions of the work degl with the technical aspects 
of operative procedures, the risks, complications, and importance 
of preoperative and postoperative management in effecting use- 
ful results. The large number of color reproductions of micro- 
scopic sections ts a notable feature. Although this volume should 
appeal generally to surgeons, it should be in every reference 
library and in the hands of all those working in the field of 
gastroenteric disease. 


My Mealth Record. [By William C. Cantey, M.D.) Cloth $1.90. Pp. 44. 
Health Record Company, 1805 Glenwood Road, Columbia, S. C., 1954, 


This is an interesting attempt to make it easier for a person 
to keep a complete record of his health problems. It is a small, 
pocket-size booklet containing a number of headings and space 
beneath each for entries. Thus the user can write in emergency 
information, such as in reference to blood type, Rh factor, and 
serious allergies. There are pages for other useful information 
that sometimes slips one’s memory, for example, family history, 
immunizations, diseases, various tests that have been taken, 
Operations, roentgen examinations and miscellaneous notes, as 
those pertaining to marriage, pregnancy, and dentistry. 
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England. Cloth. $7.50. Pp. 147, with 89 ilustrations. Williams A Wilkins 
Livingstone 
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QUERIES AND MINOR NOTES 


SIMULTANEOUS USE OF ANTIBIOTICS 
To THe Eprror:—/s it theory or fact that use of penicillin at 
the same time as chloramphenicol (Chloromycetin), aureo- 


mycin, oxytetracycline (Terramycin), or tetracycline ( Achro- 
mycin) is contraindicated? M.D., Michigan. 


Answer.—Under certain laboratory conditions, there is no 
doubt that penicillin’s effect may be inhibited to a varying degree 
by the simultaneous use of chloramphenicol, aureomycin, or 
oxytetracycline. Jawetz and co-workers have demonstrated this 
phenomenon both in vivo and in vitro. On the other hand, some 
bacterial strains have been shown to be killed more effectively 
in vitro by a combination of aureomycin, oxytetracycline, or 
chloramphenicol with penicillin. Several published reports indi- 
cate that combinations of these antibiotics are successful in the 
treatment of clinical infections when the use of a single drug has 
failed to produce cure. Lepper and Dowling, however, have pre- 
sented data that indicate that aureomycin reduced the effective- 
ness of penicillin therapy in a group of patients with pneumo- 
coccal meningitis. Spink has expressed the opinion that “the 
clinician, in the light of present knowledge, need not concern 
himself with the problem of antagonism in the human body. 
. . .” As a matter of fact, whether an antagonistic or an additive 
effect results from combination of the agents listed above de- 
pends on the relative concentrations of the antibiotics at the site 
of infection. If an ineffective concentration of either penicillin 
or one of the others, particularly the broad-spectrum antibiotics, 
is present, antagonism will follow. If effective quantities of both 
antimicrobial agents are present at the site of infection, an 
additive effect will result. In clinical practice, therefore, the dose 
of both drugs should be relatively high if an antagonistic effect 
is to be avoided. With present knowledge, the indications 
for use of such combinations in the treatment of systemic in- 
fections are limited. Very good results cain ve produced in most 
infections by administering the single most active antibiotic. 


REFERENCES 
Gunnison, J. B.; Coleman, V. R.. and Jawetz, E 
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VITREOUS OPACITIES 


To tHe Evtror:—Please comment on the significance of vitreous 
opacities (floaters) in a man about 50 years of age that are 
of one or more years’ duration. The patient is in good health, 


E. L. Hunt, M.D., Lubbock, Texas. 


ANSwer.—Vitreous opacities should be carefully studied in 
regard to their character, position, and movement as visualized 
in the red reflex, which should be studied for alterations such 
as the gray appearance of retinal separation or the white appear- 
ance of an area of choroiditis. Specific types of vitreous opacities 
that may be recognized are muscae volitantes, protein coagula, 


congenital remnants of the embryonic vascular system, calcium 
salts or soaps or chloresterol in the vitreous, asteroid hyalitis, 
inflammatory exudates, blood, and retinitis proliferans. A care- 
fully taken history is of unusual importance. It should include 
the rapidity of onset; whether the opacities change in position, 
size, or shape; the subjective appearance of the opacities; recent 
trauma; and whether the patient has previously experienced 
episodes. Subjective symptoms of flashes of light or colors and 
the field in which they are located are important, particularly 
in cases of carly retinal separation. In a patient aged 50, floaters 
may be of minor significance or most ominous. Only through 
the history and examination can the diagnosis be made. 


EXOPHTHALMIC GOITER 

To tHe Eprror:—A patient with goiter, a basal metabolic rate 
of +47%, mild exophthalmos, tremor, and tachycardia under- 
went subtotal thyroidectomy in October, 1952, when she was 
30 years old. Two fragments of the upper poles were con- 
served. Gradual improvement with gain in weight followed. 
In April, 1954, the pulse rate rose again (100 to 120 per 
minute), and there was some weakness. The basal metabolic 
rate at this date was +26%. During pregnancy and breast 
feeding improvement occurred in the hyperthyroidism. The 
patient is very uncooperative and strongly fears injections, 
preferring a second thyroidectomy if performed while she is 
under inhalation general anesthesia. Is the age of the patient 
a contraindication for radioiodine? Ils there any carcino- 
genetic effect of Il’ on the thyroid? M.D., Portugal. 


Answer.—Opinion among authorities is divided as to the 
advisability of treating patients under 45 years with radioactive 
iodine. The tendency, however, is toward treating younger and 
younger patients in this way, because to date there has been no 
clinical evidence that the use of radioactive iodine tends to 
produce cancer of the thyroid, nor has its use been associated 
with any complications other than the production of hypo- 
thyroidism, whose incidence is about the same as after radical 
subtotal thyroidectomy. There are theoretical reasons both for 
and against the possibility that ultimately, if the patient lives 
long enough, there might be an increased tendency for carcinoma 
of the thyroid among patients who were treated with radioactive 
iodine. It will take another 20 years to finally answer this ques- 
tion, but to date, after 10 years or more of experience with its 
use, we have no clinical evidence of danger. Most authorities 
agree that, in view of the increased morbidity following opera- 
tions for hyperthyroidism that has recurred after an initial 
Operation, recurrent hyperthyroidism should be treated with 
radioactive iodine, thereby avoiding the risk of injury to para- 
thyroids or recurrent laryngeal nerves. If the diagnosis of recur- 
rent hyperthyroidism is clearly substantiated, there is little 
question that radioactive iodine is the preferred treatment. 


ULCERATIVE COLITIS 


To THe Evrror:—Given a case of right-sided ulcerative colitis 
lasting 2 years, followed by excellent health for 12 years and 
normal roentgenograms of the colon, is such a case perma- 
nently cured? M.D., New York. 


ANnswer.—The word quiescent is customarily used when re- 
ferring to the healing stage in patients with any form of ulcera- 
tive colitis, whether of the diffuse or the segmental variety. In 
many of these patients, the condition becomes quiescent to a 
point where roent genologic examination does not detect any 
abnormalities. Many patients with the segmental variety a 
ulcerative colitis have been in the quiescent stage and free of 
symptoms for many years. On the other hand, even as late as 
or after 12 years of freedom from symptoms, recurrences have 
been recorded. However, the longer a patient has been free of 
symptoms, the less likely he is to have further trouble. 
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gitis with Penicillin Compared with Penicillin Pius Aureomycin: Studies 
Including Observations on Apparent Antagonism Between Penicillin and 

and the eyes are normal to ophthalmoscopic examination. Is 
The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
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on postal cards cannot be answered. Every letter must contain the writer's 
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TOXIC GOITER DURING PREGNANCY 
To tHe Eprror:—/ should like information concerning any 
detrimental effect of propylthiouracil on the fetus when ‘ae 
medicament is used to treat toxic goiter during pregnancy. 
C. Lawrence Holt, M.D., Portland, Maine. 


ANSWER.—When antithyroid drugs of any type have been 
used for long periods of time during the last half of pregnancy, 
a goiter is occasionally induced in the fetus. These goiters usually 
disappear spontaneously and, so far as is known, have never 
caused any difficulty or permanent disturbance in thyroid func- 
tion. They are nevertheless undesirable; in the event that the 
mother's thyroid should enlarge during pregnancy serious con- 
sideration should be given to other forms of therapy, because 
when the mother’s thyroid enlarges the fetus’s is more apt to 
show the same reaction. Hypothyroidism should be watched for 
closely and prevented by simultaneous administration of anti- 
thyroid drugs and desiccated thyroid in the event that symptoms 
or signs of hypothyroidism develop. doses of iodine may 
also be used. 


QUINIDINE AND PREGNANCY 

To tHe Eprror:—A 28-year-old patient, para 1, gravida 3, 
suffers from sporadic attacks of paroxysmal tachycardia. 
She is completely relieved in one hour after taking 6 grains 
(about 0.4 gm.) of quinidine orally for one dose. The attack 
otherwise continues for as long as 15 hours and is refractory 
to all other forms of treatment that 1 know of. Has this drug 
any oxytocic effect on a three-month pregnancy? If so, what 
should be used in its place? When the patient tried the drug 
nothing happened to her pregnancy. 

Nerio W. Pioppi, M.D., Southbridge, Mass. 


ANswer.—Unless a person is overly sensitive to quinidine, 
the drug used in the dosage indicated for relief of paroxysmal 
tachycardia is not contraindicated in pregnancy. Since in this 
particular patient only one dose is necessary to relieve the tachy- 
cardia, there is no hazard in its use. Quinidine sulfate in the 
dosage mentioned has no oxytocic effect. It must be emphasized, 
however, that the drug should not be used in large amounts and 
repeated doses in pregnancy. 


RESUSCITATION 
To tHe Evrror:—Can you tell me if movement of the muscles 
would result if electroshock therapy, as used in psychiatric 
treatment, were applied to a corpse shortly after death? 
Might this have value for resuscitation? 
William H. Kupper, M.D., San Pedro, Calif. 


Answer.—The skeletal muscles of the body usually retain 
their electrical excitability for a brief period after the heart has 
stopped beating. Persistent electrical excitability of the skeletal 
muscles would not necessarily indicate that the heart was still 
susceptible to resuscitation. Absence of electrical excitability of 
the skeletal muscles would indicate that any attempts at cardiac 
resuscitation would be fruitless. 


ASBESTOSIS 

To rue Eprror:—A 50-year-old white man worked at covering 
pipe with asbestos insulation from 1940 to 1945. What would 
be the possibility of pulmonary fibrosis evident on roentgeno- 
grams in 1952 being due to asbestosis, when films had been 
normal for this in 1949? 


B. E. Morgan, M.D., Wilson, N. C. 


ANSWER.—The cause of the 1952 pulmonary fibrosis in this 
case must be sought among other sources than the 1940-1945 
occupation. Little evidence exists of progression of asbestosis 
after cessation of exposure to asbestos fibers. If exposure over 
the comparatively brief period of five or six years had been 
sufficient to produce pulmonary fibrosis, it would have had to 
be extremely severe, much more so than would be experienced 
by a laborer engaged in covering pipe with asbestos — 


J.A.M.A., Dec. 18, 1954 


CODEINE 

To tHe Eprror:—A 190 Ib. (86.2 ke.), 67-year-old white man 
has carcinoma of the kidney with metastases to the lumbar 
vertebrae. Would a daily dose of 2 grains (0.13 em.) of codeine 
sulfate by mouth mentally affect this patient so that he would 
he incapable of making a will? What are the toxic effects of 
codeine, and what is considered to be the minimum toxic dose? 
Does codeine cause constriction of pupils? Does true addiction 
to codeine occur? M.D., New York. 


Answer.—A daily dose of 0.13 gm. of codeine sulfate orally 
should not affect a person mentally to such an extent that he 
would be incapable of making a will, especially if, as is presumed 
to be the case, the total daily dose were divided into several 
smaller doses. The toxic effects of codeine include nausea, ~ 
ing, skin eruptions, constipation, respiratory depression, and 
convulsions. Some of these effects may occur with doses of only 
30 to 60 mg. The incidence of toxic effects is, however, low, 
and serious poisoning with codeine is rare. Eddy (Pharmacology 
of the Opium Alkaloids, Pub. Health Rep. suppl. no. 165, Wash- 
ington, D. C., U. §. Government Printing Office, 1941) states that 
no fatal cases of poisoning with codeine have been recorded. 
Codeine does cause pupillary constriction, and true addiction to 
codeine does occur. 


“CHRONIC SHOCK” 

To tHe Eprror:—Please describe the clinical picture of chronic 
shock and its treatment. Is the rate and character of the 
peripheral pulse of diagnostic importance? 

M.D., New York. 


Answer.—The term chronic shock is used to describe the 
state of marginal circulatory inadequacy that occurs mostly in 
older patients with some debilitating disease, usually carcinoma. 
The state is characterized by a low blood volume and, as a result, 
susceptibility to hemorrhagic shock as a result of the blood loss 
normally encountered during operation. The term is a misnomer, 

the patient is not in shock but has an increased suscepti- 
bility to any shock-producing situation; still, it is a convenient 
term. Apart from pallor due to peripheral vasoconstriction 
around the decreased vascular volume, none of the signs of shock 
are present, homeostatic adjustment being complete at rest. The 
condition is recognized only by measurement of blood volume. 
The condition was described as such by Dr. Lyons of New 
Orleans in 1943. Recent studies occur in Ann. Surg. 125:618, 
1947; Surgery 28:705 (Oct.) 1950; and Am. J. Surg. 80:737 
(Nov.) 1950. Treatment consists of repletion of blood volume 
by preoperative transfusion. 


NORMAL URETHRAL SECRETION 

To tue Eprror:—A 27-year-old man is worried about the clear 
fluid from the penis that follows erection and sometimes fol- 
lows bowel movement. He is anatomically normal; urine and 
prostatic smear are normal. He has never had intercourse and 
is now contemplating marriage. He has had no sex education. 
Am 1 correct in informing him that the secretion is normal? 

M.D., California. 


Answer.—The urethral secretion that the patient describes 
is probably prostatic or Cowper's gland fluid. It has no clinical 
significance and might cease after marriage. On the basis of the 
information presented, the patient can be reassured that he has 
no cause to worry. He is evidently in need of sex education. 


INJECTION OF GANGLIONS 
To tHe Evrror:—Has the injection of ganglions with cortisone 
or corticotropin (ACTH) proved efficacious? 
William A. Meadows, M.D., Lockport, Il. 


Answer.—Ganglions that have been aspirated so that most of 
their gelatinous or mucinous-like content has been removed and 
then treated by injection with hydrocortisone and application 
of a pressure dressing have in many instances been cured. There 
is not yet enough clinical evidence to determine the approxi- 
mate percentage of success from this method. Corticotropin 
and cortisone are not recommended. . 


fested itself on the 1949 roentgenogram. 


